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NUTRITION AND PHYSICAL FITNESS IN PUBLIC
HEALTH

WEDNESDAY, NOVEMBER 13, 1985

U.S. SENATE,
CoMMITTEE ON LABOR AND HUMAN RESOURCES,
Washington, DC.

The committee me&%ursuant to notice, at 9:38 a.m., in room SD-
430, Dirksen Senate Office Building, Senator Orrin G. Hatch (chair-
man) presiding

Present: Senators Hatch, Kennedy, Metzenbaum, Kerry, Grass-
ley, Simon, Nickles, and Dodd.

OPENING STATEMENT OF SENATOR HATCH

The CHAIRMAN. The committee will come to order.

We want to begin this hearing. I am pleased to welcome all of
you today to this special full Labor and Human Resources Comnmit-
tee hearing devoted to nutrition and fitness.

We are holding this hearing to draw attention to what I believe
is the most welcome change in attitude among our citizens about
health and wellness.

So many of our legislative activities and national health policies
have been directed at solving increasingly complex problems associ-
ated with illness and diseasealrroblems v.hich have created enor-
mous economic and ethical dilemmas. But today, we are taking
time to look at the bright side, to accentuate the positive, to cele-
brate the fact that more and more of our citizens are realizing that
they can do more for themselves to ensure health and well-being
than all the doctors and government programs put together.

As the Time magazine’s managing editor, Ray Cave, states:

“A major change in modern life has been the increasing urderstanding of the

benefits of fitness and preventive medicine. It is not a fad or craze. It is not a jog. It
is here for the long run.”

I have called this hearing to highlight the benefits of prevention.
Many of you krow that I have been working very hard to try to
change some of the thrusts of our Federal programs to emphasize

i prevention and health promotion, not only because it is a
smart thing to do, but because it will help us to save monay for the
Federal Governmen* as well.

So we have called this hearing to highlight the benefits of p-e-
vention as a means of preventing disease, and to focus on the bene-
ﬁt%ﬁf exercise and nutrli)t;don. ¢ q 4 h

ere is a growing y of scientific evidence supporting the
notion that our most dreaded and common diseases, the major kill-
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ers in our country, are in large part preventable. Heart disease,
cancer, and stroke—our No. 1, 2, and 3 causes of death—still take
an incredible toll in our society today, costing an estimated 1.6 mil-
lion lives and $137 billion in medicaf care and lost productivity an-
nually. A significant Eroentage of these are tragically unnecessary

The key to ishing these ing losses is prevention. As
you will hear today, we are y mmg great strides. More
Americans are exercising on a basis than ever before.
Many people have to change their diets. These changes have

included the types of foods they eat and the amount of food they
are eating.

].. ~ddition, more people than ever are aware of the general
health risks of alcohol and tcbacco. It is important to note that
women have been alerted to the specific risks posed by alcohol and
cigarettes to their pregnancy.

ow, lyou do not have to be a regular j r, a member of a
health club, or on a strict diet to benefit from the fitness and nutri-
tion movement. Little things like taking the steps instead of the el-
evator, or tasting food before adding salt can be significant.

This interest in fitness and nutrition has paid off in a big way.
Since 1968, the rate of heart attacks has declined by 25 percent.
This represents the prevention of 114,000 deaths annually. There
has been an even er decline in the number of strokes, which
are down more than 40 percent over the last decade. Cigarette con-
sumption has been on the decline for the last several years and is
now at its lowest level per capita since 1944. The number of people
who have quit has increased by 50 percent over the last 20 years.

Unfortunately, we still have a long way to go. About one-third of
Americans are obese, and the majority of Americans are not get-
ting enough exercise. Everyone has a different reason. They are too
busy, too old, too sick, too tired, or exercise is too boring. This has
been described as the “too’”’ syndrome.

We have invited celebrated and accomplished people here today
to help us in this effort. I am very pleased to welcome representa-
tives from the highest level of Government, science und entertain-
ment, and of course, the fitness industry itself here today.

Our first witness this morning, we will get to in just 1 minute,
and we are happy to welcome you, Congressman Ritter, to testi
before the committee, but first, we will turn to a man who himself
is reallwxite fit and drives a lot of us crazy around the U.S.
Senate use of all that fitness, but I have a lot of respect for
Howard Metzenbaum and the health regimen that he lives.

So, let me turn to Howard Metzenbawm.a for any comments that
he cares to make.

Senator METZENBAUM. Thank you, Mr. Chairman.

I want to say that I would be a lot more fit if you did not beat up
on me 8o often.

The CHAIRMAN. You are such a uice subject to beat up on,
Howard.

Sonator METZENBAUM. I want to commend you for holding this
hearing. I think the issue of fitness and nutrition is one that de-
serves the priority that you are giving it in this hearing.

At the same time, I want to pick up on the words thg(tx{‘;ou spoke
relative to people being concerned about the kinds of fi and the
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types of foods that they eat and the amount of it. That ties in very
much with the food ling bill that Senator Hawkins and I have
cosporsored and that is before this committee.

It is my firm belief that if we do not make available to the
gople in this country the facts with res to calories in produ-ts

ing purchased, total grams of fat, total fat broken down by type,
saturated, polyunraturated, monounsaturated, and the specific
common name of the fat or oil and do not permit the continued
listing on a product such as saéil;tg, “C ntains corn oil, soy oil, or
lard”"—well, that is fine. The two, you are doing great; the
third one, you get into a lot of trouble with. I think that people
ought to be able to know e what is in the product, and that
would be called for under our hill.

It also would call for the total milligrams of cholesterol and the
total milligrams of sodium and potassium—how much salt they are

gthatlaeoeptthisheaﬁngasbe' a particularly important
oneinhjghlightingeoneerntoallofus ving to do with the sub-
,'Ect of nutrition and having to do with the matter of keeping fit.

ut I think if we are to implement the program, then I hope that
we will see fit in this committee to move forward with our legisla-
tive proposals either in present form or in some modified form so
that people can indeed learn whac is in the products that they are
purchasing and subsequently ingesting.

So I commend you, Mr. Chairman, for having the hearing and
hop= that it will provide some further basis for our moving forward
with our labeling legislation.

The CHAIRMAN. you, Senator Metzenbaum.

Senator Grassley.

Senator GrassLry. Thank you, Mr. Chairman.

I want to be very candid and say that even though I have views
unrelated to the fact that my State is a leader in the production of
food, I would be less than candid if I did not admit that that has
some of my interest as well.

I think that the remarks that 1 made at our last hea.:tiﬂf. the one
on S. 1699, which dealt with nutritional labeling, are still very ap-
propriate. On that occasion, I pointed out that most of us endorse
the notion that we should try to understand as completely as possi-
ble the effects of food and diet on our physical and mental health.

It is sensible to support research into this matter, and it seems to
me also sensible to try to make sure that the results of such re-
search are provided te consumers in a way which allows them to
make well-informed choices about what they eat.

However, it is also important, Mr. Chairman, for the public to be
aware of the issues on which there is considerable controversy in
the qualified scientific community, and this matter of the relation-
ship between nutrition and disease is one in which there is consid-
erable controversy, detsgite efforts to present recommendations as
though they enjoyed the support and complete consensus within
the scientific community. -

Mr. Chairman, I would like to submit for the record the execu-
tive summary of a General Accounting Office study entitled, and I
quote, “The National Academy of Sciences Report on Diet and

Q
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H&alth: Are they Credible and Consistent?”’ That is the end of the
title.

The CHAIRMAN. Without objection, we will place it in the record.

[Nore: In the interest of economy, the report referred to was re-
tained in the files of the committee. However, if a copy is desired it
may be attained from the General Accouating Office.

nator GRASSLEY. I recommend the GAQ report to all those who
are interested in finding their way in this policy area. Here, I
woulu like to just call attention to several comments to be found in
the conclusion of that GAO report.

The GAO concluded—and I quote—that “The scientific evidence
required before providing public dietary advice to reduce chr .ic
disease risk is a controversial matter in tne scientific community.”

It then went on to state—and I would quote again—“No stand-
ard of scientific evidence has been universally agreed upon for
making public recommendations about diei’s relationship to chron-
ic disease risk.”

And finally it said, referring to the two National Academy stud-
ies on nutrition and health that it studied, that, and I quote, “A
discussion of the different schools of thought about public dietary
advice would have provided a better context for policymakers as
they assess the issue involved.”

I would say to you, Mr. Chairman, that it seems to me that the
same as what was said in the GAO study about scientific analysis
of dietary advice might also be said of Senate committee hearings.

Finally, Mr. Chairman, I would also like to submit for the record
an article from the New York Times, dated October 7, 1985, the
point of which is well captured in the first paragraph of the article
where it states, and I quote, “In an unusual move, the National
Academy of Sciences announced today that some of the nation’s
most eminent scientists were in an irreconcilable conflict over pro-
posals to alter the recommended levels of certain vitamins and
minerais ‘u the human diet.”

Thank ywu, Mr. Chairman.

The CHAIRMAN, Thank you, Senator Grassley.

Let us turn to Senator Kerry.

Senator Kerny. Thank you, Mr. Chairman.

I am delighted to represent a State which has been pioneering a
great deal in this field. But it is obvious to all of us, and the pur-
pose of this hearing underscores the fact, that we have a great deal
of distance yet to cover.

Today, according to a report—and I believe my colleague has
mentioned it—by the National Academy of Sciences, nutritional
factors are implicated in the etiology of 6 of the 10 leading causes
of death in the United States: Heart disease, cerebrovascular dis-
ease, cancer, adult-onset diabetes, arteriosclerosis, and alcohol-in-
duced sclerosis.

Moreover, that same report says that the role of diet in both the
prevention and treatment of many conditions such as obesity, os-
teoporogis, gastrointestinal disorders, low birth weight, dental
caries, iron deficiency anemia, and others, is clearly documented.

Now, that news is of obvious importance. Cancer and heart dis-
ease alone wreak an enormous social and economic cost on this
country. Estimates indicate that coronary heart disease is responsi-
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ble for more than 550,000 deaths in the United States each year.
Cancer costs the economy of our country $37 billion annually.

If good nutritional Fractioes can reduce the suffering and the an-

ish and the costs of these and other diseases, then obviously, we

ve an obligation to try to identify and to encourage those good
practices.

But it is obvious that we have far to go. As a nation arad &5 a
world, we are faced with a very ironic set of nutritional dilemmas.
We are simultaneously addressing the problem of both malnutri-
tion and obesity. In the United States, obesity is the most prevalent
form of nutritional problems. Thirty-two percent of men and 63
percent of women in our Nation are above what is known as “ideal
weight,” and at the same time, we know that many in our country

er from caloric deficiencies, including the 10 to 15 percent of

the infants and children of migratory workers and some poor rural

populations who suffer both growth retardation because of dietary
uacies.

In the world community, some 800 million persons are believed
&o;esuffer from hunger, with at least 450 million of those being chil-

n.
So we are faced with a situation where our dietary needs obvi-
3usl_y vary. We neeg to kn?lv& more dabqut thlfil flggg? of guttiritjon

uring pregnancy, du ancy, during c , and during
the later years o?' life. ﬁ we need to understand the role of nutri-
tion in the management of disease and its interaction with func-
tions such as immunity.

These are difficult but vitally important challenges, and I think
that 2day’s hearing is an important step in the effort to draw from
all walks of life:rtl:iegin to understand how we can do a better job
of getting America to understand this.

Unfortunately, over the years, nutrition and fitness have been
areas fral;ilht with myths and extremes. Uncertainty in our knowl-
edge has allowed unscrupulous promoters to prey upon the fea s of
those concerned about their health, and as one consumer advocate
recently noted. the public is not reading scientific literature; they
are responding to Madison Avenue marketing.

Somehow, those of us in Government, industry, and the health
professions have to find a way to develop, interpret and properly
disseminate accurate and appropriate information about nutrition
and fitness. It is difficult to do, but I look forward to the testimony
today which will be of the effort to do that.

Thank you, Mr. i .

The CHAIRMAN. Thank you so much, Senator Kerrx'.

[The opening statements of Senators Kennedy and Dodd and the
preparef:tatement of Senator Thurmond follow:]

OPENING STATEMENT OF SENATOR EDWARD M. KENNEDY

Senator KenNEDY. We are here this morning to hear about nutrition and fitness—
two important elements of disease prevention. The benefits of prevention are ex-
tolled by many and clearly with good reason. Every individual stands to benefit
from leading a healthy lifestyle.

But, while thousands of Americans are alive today who might not be if it were not
for advances in prevention that have dramatically reduced our national incidence of
heart disease, our success with other diseases and for many specific high risk popu-
lations has not been good.

9
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The incidence of cancer continues to grow despite convincing evidence about the
value of dietary changes and abstinence from smoking. We hear fre. uently about
the increased use of cigarettes especially amo:f young women and teenagers.

And, the disappointing statistics contained in the report of the Secretary of
Health and Human Services establish that minority populations who stand to gain
most tl:‘rough preventive strategies have hardly begun to reap any of the benefits of
prevention.

The advan to be gained through disease prevention are obvious, especially
when com; with the expensive and grim alternatives. The evidence of its bene-
fite ;:mz mhctanpleﬁnl :nd m t.heu. obviouw, ‘t‘: 'eﬁl?ﬁve T;t;ah}gﬁ for
reac people an nﬂl necessary in their lives. challenge
should not be minimized.

inning with The Surgeon General’s report, “Healthy People,” in 1979, a series
of fi studies issued by The Surgeon General and The Center for Disease Con-
trol have laid out a convincing road m&towud a healthier America. But, the
Reagan administration has failed to provide the lealership needed to achieve these
goals. While much can be done at the state and community level, a nationa! com-
mitment is easential. '

Preventive medicine saves lives and it saves money, but it will save fewer lives
and less money if we do not support efforts to bring preventive medicine to the
pe?)le of this country. .

et, our government has behaved in this penny-wise fashion. For example, the
WIC program has had a significant proven impact on iron deficiency anemia in
many parts of this country. But, the Reagan inistration has slashed the pro-

gram.

Malnutrition had been sto, and even eliminated in many parts of this country
by the food stamp and school lunch programs. But, now a new generation of Amen-
can poor and especiaily poor children will suffer the effects of dietary deficiencies.

Hunger is the most table disease we have found. It would be particularly
callous and u-n:gonsib e to turn our attention toward preventing disease for those
who eat too much while ignoring the plight of those who can only afford to eat for
part of each month.

I welcome the testimony here this morning because preventive medicine affords
us such rich possibilities for *Ye futurc.

STATEMENT oF SeNaTOR CHRISTOPHER J. DODD

Senator Dopp. I am dplemed to attend this hearing on a most important issue:
Namely, the health and fitness of all Americans. Several months ago, this commit-
tee considered the effects of artificial sweeteners on the American Public. At that
time, I raised the issue of the effect of such sweeteners on children, many of whom
are consuming five or six sodas and an equal number of candy bars every day.

Last month, the Subcommittee on Children, Family, Drugs and Alcoholism on
which I serve as ing minority inember held a Liearing on nutrition and fitnees
as it pertains to the th of younger Americans. We heard from expert witneeses
about the effect of fast food diets and suaar on the health of the 64 million Ameri-
cans who are children. Just as importantly, we heard from grem about the physi-
cal fitnees of our Nation’s youth and the uneceesity for physical education and train-
iny at home and at achool.

my State of Connecticut, some schools are attempting to improve health =nd
fitness training. At Wilton High School, for example, over the past 3 years students
have been spending 3 days a week on fitness exercises. The rest of the week is spent
on other sporting activities. Imgx:vement on test scores for running, sit-ups, and
stretchinﬁ exercises has m 7 percent to 17 percent likewise, the Simsbury
public schools have initiated a physical fitness prog::n for students, including a
series of exercises students may practice at home. ntly, 52 Simsbury students
received the Presidential award for fitness. Simsbury wants to continue its pr?ram,
however, because the majority of its students still score be!~v: average on fitness

In closing, I would hope that the focus on excellence in our public shcools would
include physical fitness as well as scholastic achievements. I am certain that our
witnesses morning will be able to suggest ways to improve the health and fit-
ness of future generations of Americans.

And, as we all know, health can be improved at any age. 50, I look forward to
hearing the testimony of the witnesses this morning about improving nutrition and
fitnens for Ar.ericans of all ages.

[The prepared statement of Senator Thurmond follows:]
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STATEMENT OF SENATOR STROM THU®MOND (R-SC) BEFORE THE SENATE
LABOR AND HUMAN RESOURCES COMMITTEE REFERENCE FITNESS AND
NUTRITION IN PUBLiC HEALTH, SD-430, NOVEMBER 13, 1985, 9:30 aN.

IT IS A GREAT PLEASURE TO BE HERE TODAY TO RECSIVE
TESTI.'ONY ON FITNESS AND NUTRITION. I AM HAPPY TO HAVE EARNED A
REPUTATION FOR TAKING THESE ISSUES VERY SERIOUSLY.

TG BECOME A SENATOR ONE MUST GAIN THE SUPPORT OF THE
CONSTITUENTS. TO BECOME A SENIOR SENATOR, ONE MUST CONTINUE TO
PLEASE THE CONSTITUENTS AND STAY HEALTHY,

I ASSUME THE HEALTH OF THE CAST IN A POPULAR TELEVISION
FROGRAM IS ALSO VERY IMPORTANT TO ASSURE ITS LONG-TERM SUCCESS.
MAYBE THAT IS WHY MS. EVANS, WHOSE TELEVISION HUSBAND IN DINASTY
IS A FEW YEARS OLDER THAN SHE, HAS ASKED ME FOR MY PERSONAL
NUTRITTON AND FITNESS SECRET:. UNLIKE SEVERAL OF THE
OUTSTANDING WITNZSSES HERE TOUDAY, I AM NOT QUITE READY TO WRITE
MY FITNESS BOOK, AND PUBLICIZE THESE SECHETS.

IN ALL SERIOUSNESS, MR, CHAIRMAN, I COMMEND YOU FOR
SCHEDULING THIS HEARING, AND FOR GATHERING SUCH AN IMPRESSIVE
GROUP OF WITNESSES TO TESTIFY.

THIS COMMITTEE HAS BROAD JURISDICTION OVER MEALTH
LEGISLATION. WE PASS MANY LAWS WHICH ARE DESIGNED TO IMPROVE
THE QUALITY OF HEALTH CARE IN OUR NATION. FEDERALLY SUPPORTED
RESEARCH HAS IMPROVED THE ABILITY OF THE MEDICAL PROFESSION TO
SUCCESSFULLY TREAT VARIOUS DISEASES. WE ARE CHANGING THE LAW TO
EMPHASIZE HOME HEALTH CARE, AND NOT EXPENSIVE INSTITUTIONAL
CARE. DESPITE ALL THE GOOD CONGRESS MAY DO IN THE AKEA OF
HEALTH CARE, THERE IS NO SUBSTITUTE FOR THE COMMON SENSE
APPROACH OF TAKING BETTER CARE OF OUR BODIES.

ERIC + 1

Aruitoxt provided by Eic:
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I FIRMLY BELIEVE THAT A DAILY EXERCISE PROGRAM, EATING A

BALANCED DIET, GETTING SUFFICIENT SLEEP, AND STAYING AWAY FROM
SMOKING AND ALCOHOL IMPROVES THE QUALITY AND THE QUANTITY OF

LIFE.
THANK YOU ALL FOR BEING HERE. REGRETTABLY, I CANNOT STAY

FOR THE FULL HEARING DUE TO PRIOR SCHEDULING CONFLICTS.
HOWEVER, I LOOK FORWARD TO CAREFULLY STUDYING THE TESTIMONY
WHICH WILL BE PRESENTED TODAY.

12
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The CHAIRMAN. We are going to have a cloture vote at 10 o’clock
sharp today, I believe, on the textile bill, sc we are goii:g to start
right now, and hopefully, Congressman Ritter, we can finish with
you before we have the vcte.

Our first witners today will be Congressma. Don Ritter. Dr.
Ritter has a Ph.D. from the Massachusetts Institute of Technology
and is a highly regarded scientist-legislator.

You and I have talked over the months about the importance of
em‘rhasizing the importance ¢ vevention as it relates to health
and the need for bringing t! to the highest level of national
awareness. So we feel very g. ud in having you here, and we look
forward to taking ycur testimony, Don, so please go ahead.

STATEMENT OF HON. DON RITTER, A REPRESENTATIVE IN
CONGRESS, FROM THE STATE OF PENNSYLVANIA

Dr. Rirrer. Thank you, Mr. Chairman, and members of the com-
mittee.

I think there is at least one witness here who is far mcre popular
than I am, so I am going to try to get my testimony thr~ zh as
quickly as possible.

I am Don Ritter. I represent the Lehigh Valley of Pennsylvania.
I am a runner. I am a fitness buff. I look after my diet. And I also
serve on the House Subcommittee on Health and the Environment
of the Energy and Commerce Committee.

I join you toda? in voicing concern that our Nation needs to cun-
tinue and strengthen its commitment to preventive health meas-
ures. I am before you to support the bill io create a Presider’ .
Council on Health Promotion and Disease Prevention which will e
introduced in the near future by yourself, Senator Kennedy, and » v
myself working closely with Congressman Waxman, to introduc
similar legislation in the House.

Because of the critical need and importance of prevention mes -
ures, the Pres.dent of the United States, through the President’s
Council on Health Promotion and Disease Prevention would focus
national attention on henlth promotion and di* se prevention,
while encouraging individual and joint efforts ariong Government,
business, health profsssionals, and community groups to take
action in preventive activities.

As many persons in this room are acutely aware, Americans will
spend nearly $1.2 billion every day for hez!th care. This enormous

ancial burden weighs heavily on individuals, businesses and our
society as a whole. ntion, by looking to the future to avoid
hysical, emotional and financial burders, is an effective way to
elp address health concerns and costs.
vention has proven to work very well. The case for heart dis-
ease illustrates this. In th~ las. 15 ycars, the mortality rate from
coronary heart disease in persons aged 35 to 74 has fallen more
than 20 percent. Much of this is due to healthier lifestyles, includ-
ing less cholesterol and fewer cigarettes, and perhaps these life-
style changes played the biggest role in reducing the death rate.

This means that over 800,000 lives have been saved since 1968.
This translates into an annual dollar savings of $10 billion in direct
cost for care and treatment, in addition to the immeasurable value
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of avoiding the psychological trauma of those affected by heart dis-
ease.
Mr. Chairman, public focus on prevention of consensus-acknowl-
health-damaging behaviors or risks also has the s;lam
of giving citizens some greater perspective on the
they face in a modern technological society.
tion programs slready underway have, most naturally, en-
md in priority rankings of iamdu and risks that allow individ-
to view their risk environment in more lgical perspective.

Down the line, this can only be helpful to the intelligence of the
health, safety, and environment regulatory procees. This result
would not deflect efforts away from air and water aYlollution, haz-
ardous waste, food additives, et cetera, but would allow a system
with scarce resources to use those resourcec more effectively.

Potential for prevention exists in key areas of injury and disease,
;‘uch as mcitor. vell:iclq accidents,ﬂyﬁrﬁelagcli’dertnhts, cancer amlil str&ksek.

'or example, in hearings recen y the science policy
force on &e role of ttlixe socxatl and behavio;‘al ctzienee.s,h? ltxerrd
testimony regarding the recent research condu onm at eye-
level in erearofears.Suchlixl;taarenowhemg‘ i ed in cars
and are preventing accidents. And many prevention methods can
be promoted as simple, personal, voluntary acts: putting aside the
salt shaker, watching one’s diet, going out for regular, brisk walks
or taking other exercise, getting sufficient sleep, installing
a smoke detector, buckling up a seatbelt.

Already, several key sectors of our scciety have demonstrated an
avid interest in prevention and recognize its significance. The De-

ent of Health and Human Services has set up an Office of

i Prevention and Health Promotion.

The 1990 Health Promotion Objectives established by the U.S.
Public Health Service serve as an excellent blueprint for preven-
O Ginatrenan, ot the vangaand of focusing attentio

. , at the o : attention on preven-
tion has been Robert Rodale, chairman of Rodale Press, which pub-
lishes Prevention, the world’s lﬁ:ﬁ:lst health magszine and has a
readership of 3 million people. e Press also sponsors the Pre-
vention Index, a survey of people’s attitudes and actions toward
health-promoting behaviors which are defined by a croes-section of
health experts, conducted by Lou Harris and Associates. Mr.
Rodale for the past year has sought a way to motivate individuals,
go esahke them aware, and to take more actions to ensure their own

The Preeident’s Council on Health Promotion and Disease Pre-
vention, which he whole heartedly endorses, is a creative aud po-
tentially effective means to that goal.

The concept of individua: actions is realized in this important
legislation that you, Mr. Chairman, Senator Kennedy and 1, work-
ing with Congressman Waxman, plan to introduce. /.ccording to
the Prevention Index, in 1985, 70 percent of adults say that infor-
mation from the media has motivated them to improve their
health habits in the last 5 w

Federal commitment to th prevention measures that will in-
crease public awareness of disease prevention and health promo-
tion is also important.
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This administration, Mr. Chairman, prides itself on tapping
grassroots citizens' efforts and then providing national coherence
and motivation to such efforts. Such is the potential for a Presi-
dent’s Council on Health Promotion and Disease Prevention.

Why shouldn’t our most fitness-conscious, extremely healthy,
senior citizen President lead the charge of a prevention-conscious
America?

The President’s Council on Health Promotion ard Disease Pre-
vention will be one important part of this Congress’ actions to im-
prove the health of Americans. The Council on Health Promotion
and Disease Prevention would—and this list is by no means com-
plete—crystallize the value of prevention in the public’s nind;
identify populations who can benefit most from increased emphasis
on prevention and health promotion, developing programs for
them, especially the poor, women, minority, and elderly popula-
tions, whose lLealth at times lags behind; encourage State and local
governments to emphasize prevention activities and research;
evaluate available health promotion and disease prevention re-
sources and suggest methods for better use of these resources.

Mr. Chairman, I commend you for taking an important step with
the President’s Council on Health Promotion and Lisease Preven-
tion in the fight to improve the health of Americans by increasing
individuals’ awareness of how they can themselves improve their
own health

Thank you, Mr Chairman.

The CHAIRMAN. Thank you, Congressmau Ritter.

We appreciate you taking time from a bus7 schedule and being
with us todav. We are grateful to have you here. Thank you for
being with us.

[The prepared statement of Congressman Ritter follows:]

5
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STATEMENT OF CONGRESSMAN DON RITTER
BEFORE THE
SENATE CC"IMITTEE ON LABOR AND HUMAN RESOUKCES
REGARDING NUTRITION AND FITNESS
AND
THE PRESIDENT'S COUNCIL ON HEALTH PROMOTION AND
DISEASE PREVENTION
BILL OF 198S
NOVEMBER 13, 198§

The Need for More Emohasis on Preventive Health Messvres

Good morning Chairman Hatch, and members of the
Committee. My name is Don Ritter and I serve on the House
Subcommittee on Health and the Enviropment of the Energy and
Commerce Committee. I join you today in voicing concern that
our nation needs to comtinue and strengthen its commitment to
preventive bhealth measures.

1 am hefore you to support the hill to create a President's
Council on Health Promotion and Disease Prevention, which will
be introduced, in tue near future, hy Senators Hatch and
Kennedy and hy myseif in the House of Representatives.
Because of the critical need and importance of prevention
measures, the President of the United States, through The
President's Council on Health Promotion and Disease Prevention,

would focus national attention on health promotion and disease

prevention while encouraging individual and joint offorts among
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government, business, hesith professionsls snd community
groups to tske sction in preventive sctivities.

As many persuns in this room sre scutely swsre, Americans
will spend nearly $1.2 billion every dsy for hesith care. This
enormous financis! burden weighs hesvily on irdividusls,
businesses and our society as a whole. And prevention -- by
looking to the future to svoid physical, emotional and finsncisl
burdens -- is an effective way to help sddress hesith concerns
and costs.

Prevention hss proven to work very well. The case with
heart disease illustrates this. In the last 15 years, the mortslity
rate from coronary heart disease in persons aged 35 to 74 hss
fallen more than 20 percent. Healthier Iifestyles -- including
less cholesterol and fewer cigarettes -- played the biggest role
in reducing this death rate. This means over 800,060 lives hsve
been saved since 1968. And this transiates irto an annual
dollars savings of $10 billion in direct co.  for care and
trestment, in addition to the immeasurable value of avoiding
the psychological trauma of those affected by hesrt disease.
Public focus on prevention of consensus-acknowledged, health-
damaging bekaviors or risks also has the salutary effect of
giving citizcus some greater perspective on the hszards they
,sce in a modern technological society. Prevention programs
already underway, have, most natursily, engsged in priority
rankings of hazards and risks that allow individusis to view
their risk environment in ..cre logical perspective. Down the

line this csn only be helpful to the intelligence of the health,

17
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safety and environment regulatory process. Th's result would
not deflect efforts away from air and water polluting hazardous
waste, food additives, etc. but would allow a system with scarce
resources (0 use those resources more effectively.

Potential for prevention exists in key areas of injury and
disease, such as motor vehicle accidents, fire accidents, cancer
and stroke. For example, in hearings held by the Science Policy
Task Force on The Role of the Social and Behavioral Sciences, we
heard (estimony regarding the recent research conducted on
lights at eye-level in the rear of cars. Such lights are now being
installed in cars and are preventing accidents. And many
prevention methods can be promoted as simple, personal,
voluntary acts: putting aside the salt shaker, going out for
regular, brisk walks, installing a smoke detector, buckling-up a
seat belt.

Already several key sectors of our society have
demonstrated an avid interest in prevention and recognized its
significance. The¢ Department of Health and Human Services has
set up an Office of Disease Preventi.n and Health Promotion.
The 1990 Health Promotion Objectives, established by the U.S.
Public Health Service, serve as an excellent blueprint for
prevention actions on a national scale. Still, many pre-ention
activities that are effective remain under-used. And certain
prevention needs are not being adequately addressed.
Prevention measures deserve much more attention.

At the vanguard of focusing attention on prevention has

bten Robert Rodale, Chairman of Rodale Press, which publishes

1§
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Prevention -- the world's largest health magazine -- with a
readership of 3 million people. Rodale Press also sponsors the
Prevention Index, a survey of people's attitudes and actions
toward health-promoting behavior defined by a cross section of
health experts, conducted by Lou Harris and Associates.
Working with Public Voice for Food and Health Policy, a noan-
profit consumer organization. Mr. Rodale for the past year has
sought a way (o motivate individuals to take more action to
ensurz their own health. The President's Council on Heslth
Promotion and Disease Prevention, which he wholeheartedly
endorses, is a creative and potentially effective means to that
goal,

The concept of individual action is realized in this important
legisiation, that you, Mr. Chairman, and Senator Kennedy, plan
to introduce. According to the Prevention Index 1985, 70% of
aduits say that information from the media has motivated them
to improve their health habits !n the last five years. Federal
commitment to health prevention measures that will increase
public awareness of disease prevention and health promotion is
important.

This administration prides itsel® on tapping grass-roots
citizens efforts and then providing national coherence and
motivation to suchk efforts. Such is the potential for a
President's Council on Health Promotion and Disease Prevention.

The President's Council on Health Promotion and Disease
Prevention will be one important part of this Congress' actions

ERI
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to itaprove the heslth of Americans. The President's Council on
Health Promotion snd Disease Prevention would:
- crystalize the value of prevention in the
public's mind
- identify those populstions who can benefit most
from increased emphasis on prevention and bhealth
promotion and developing programs for them, especially
for the poor, women, and minority population
- encourage siate and local governments (o
emphasize prevention activities and research
- evaluate available hesith promotion and disease
prevention resources and suggest methods for better use

of these resources

Mr. Chairman, I commend you for (sking an important step
with The Prasident's Council on Health Promotion and Disease
Prevention in the fight to improve the bhealtb of Americans by
increasing individusls' awareness of how they can Iimprove tbeir

own healtb.

20
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The CHAIRMAN. At this time, we will move to our first panel. Dr.
C. Everett Koop is Surgeon General of the United States, who we
are very grateful to have here, and Mr. Glen Swengros, of the
Presidert’s Council on Physical Fitness and Sports.

I think before we take the testimony of Dr. Koop and Mr. Swen-
gros, we do have a vote on the floor, and I thiuk what we will do is
recess, go over and get that vote over with, and then we should not
have any more interru?tion and can get this thing moving. So, we
will recess just for a few minutes and run over and come right

Short recees.]

e CHAIRMAN. If we ~ould have order.

Without objection, we will place a statement by Senator Thur-
mond in the record, immediately following the opening statement
of Senator Dodd.

We are very tl:sspy to welcome our first el here. First, I
would like to introduce Dr. C. Everett Koop, the Surgeon General
of the U.S. Public Health Service, who has just been reconfirmed
for his second term of office.

Dr. Koop advises the public on health matters such as smoking,
nutrition, environmental hazards, immunizations, and disease pre-
vention. Dr. Koop went to great effort to be with us here today. He
flew in from an important meeting in Los Angeles, or at least, on
il{e bva?t& coast, and I believe he is going to have to fly out at about

So, Dr. Koop, as soon as you are through testifying, we will be
happy to excuse you. But we are very, very appreciative that you
have taken the time to be with us y, because this is an impor-
tanthhearing, and it just would not be as important without having
you here.

Second, I would like to introduce Mr. Glen Swengros, Director of
Federal-State Relations of the President’s Council on Physical Fit-
ness and SEorts. Working with State departments of education, Mr.
Swengros keeps abreast of all legislation affecting physical educa-
tion programs.

We want to welcome both of you here this morning, and we ap-
preciate your being here. We would like to limit all witnesses to 5
minutes if we can, 8o we can have some ime for questions

We will start with you, Dr. Koop.

. Senator KeNNEDY. Mr. Chairman, if I could, I would like to join
in welcoming our witnesses today and also commend you for chair-
ing these extremely v;nl:llf)orl:ant hearings. I think that what we are
going to hear today will be of enormous importance to not only the
members of the committee and the Senate, but also for the coun-

try.
r{ just want to mention the fact that in the whole area of disease
prevention and health promotion, one of the very important areas
18 nutrition, and I am very much concerned about the failure of us
as a society to meet this particular need. If there is one problem we
know how to deal with in our country, it is how to feed people. We
are debating now what Congress is going to do with enormous sur-
pluses, expenditures of billions of taxpayers’ dollars to find out the
%oblems—particularly expectant mothers who are eligible for the
C Program; increasing numbers of individuals who are not get-

21
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tiﬁ the kind of nutrition they need, the prenatal, postnatal, perin-
atal care, something of enormous importance, and problems of
hunger in other parts of our society are something that is enor-
mously igﬁrtant, as well as the kinds of issues that we are going
to raise y.

I do not want to diminish the importance of the kinds of recom-
mendations, and the expertise, and the knowledge that we are
going to hear today, because I feel very strongly that it is of great

ignificonce and importance. But I do want to flag at the very
outset of the hearings that we have seen a continuing and ongoing
reduction in essential nu’csition programs for the most vulnerable
people in our society, and when we are talking about fitness, this 1s
an area which 1 hope we will be able to explore during the course
of these hearinﬁ.r

I thank you, Mr. Chairman, and I welcome our witnesses.

The CHAIRMAN. Thank you so much, Senator Kennedy.

Dr. Koop, we will turn to you.

STATEMENT OF DR. C. EVERETT KOOP, U.S. SURGEON GENERAL,
ACCOMPANIED BY DR. J. MICHAEL McGINNIS, ASSISTANT SUR-
GEON GENERAL AND DEPUTY ASSISTANT SECRETARY FOR
HEALTH (DISEASE PREVENTION AND HEALTH FROMOTION);
AND GLEN SWENGROS, REPRESENTING THE PRESIDENT'S
COUNCIL ON PHYSICAL FITNESS AND SPORTS

Dr. Koop. Thank you, Mr. Chairman.

I aplpreciate the opportunity to speak hefore this committee on
the role of nutrition and physical fitnees in public health from the
perspective of the U.S, lic Health Service.

With me this morning is J. Michael McGinn's, Assistant Surgeon
General and Deputy Assistant Secretary for Health—Disease Pre-
vention and Health Promotion.

The CHAIRMAN. We are glad to have you, Mr. McGinnis. By the
way, I want to personally tell you my a‘?preciation for you coming
out to Utah and participating in our Women’s Conference, which
was really a great success, thanks to people like you.

Dr. MoGINNIS. pleasure.

The CAAIRMAN. Go ahead, Dr. Koop.

Dr. Koop. Mr. Chairman, the health of Americans is, of course,
primarily su individual, personal concern, but it is also a national
concern and one which we have learned to be positively influenced
by public policy as well as by publicly supported research and serv-
ices.

Assetsments of the health status of the American population in-
dicate that we as a nation are healthier and live longer now than
at any prior time in history. Many improvements in health status
are d.1e to advances in clinical treatment achieved in the last sev-
eral decades. But a sizable portion of these gains is attributable to
application of what we have learned about preventing disease.

ﬁesearch into the various leading causes of death and disability
for Americans hLas identified a number of controllable factors and
suggested that our previous reliance on “a pound of cure” may
have lulled us into giving too little attention to the effectiveness of
the proverbial “ounce of prevention.”

Q -
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A shift in public policy occurred with the recognition of the po-
tential of prevention for bringing about greater improvements in
the health of Americans. This shift was enunciated in the book,
“Healthy People—The Surgeon General’s Report on Health Promo-
tion and Disease Prevention,” published in 1979. Since its publica-
tion, “Healthy People” has gerved as a focal point for a national
policy the goal of which is the promotion of health and the preven-
tion of disease.

An outgrowth of this basic promotion document was the publica-
tion in 1980 of “Promoting Health/Preventing Disease—Obj :ctives
for the Nation.” Several hundred experts from acruves the country
participated in that objective-setting process which addressed 227
‘tems in 15 areas decmed to be high public health &riorities; 2 of
fhese 15 areas are nutrition and physical fitness—the subjects of
your hearing today.

We have become convinced that activity targeted to these two
areas can help reduce unnecessary risks and enhance good health.

For example, dietary factors have been found to play a signifi-
cant role in a number of disorders such as cancer, atherosclerosis,
hypertension, and anemia. Physical exercise and physical fitness
have also been found to help reduce risks of hypertension, osteopor-
osis, and contribute indirectly to lower ratee of problems like heart
disease and diabetes.

Since 1980, when ‘“Promoting Health/Preventing Disease” was
first gublished, the Public Health Service has been engaged in re-
search, public education, and monitoring, and surveillance efforts,
whose purpose has been to facilitate a national improvement in
health behavior across all 15 areas, including putrition and physi-
cal fitnees.

This year, 1985, we are engaged in what we have termed our
mid-course review of the 1990 health objectives, allowing us to
assess what progress has been made, what midcourse corrections
might be in order, and what increased attention may be required to
meet the objectives that were set in 1980.

Let me give you a few examples about what we know about the
health of Americans in the area of nutrition and physical fitness
and what new efforts are being considered:

OBESITY.

Obesity is a function of both nutritional and physical exercise,
and data now available suggest we need improvement nationally in
this area, though our midcourse estimate of progress is awaiting
the results of 1985 surveys. We started from a baseline in the late
1970’s of 28 percent of adults being overweight. That is equivalent
to about 34 million people, 20 years of age and older, who are at
risk for those chronic diseases associated with overweight and obe-
sity.

For example, in the last National Health and Nutrition Exami-
nation Survey, 1976-80, about 60 percent of black women, aged 45
to 64, were overweight, as were 30 percent of white women of that
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CHOLESTEROL

The objectire: of reducing the proportion of adults with serum
cholesterol levels from 230 milligrams by at least 50 percent start-
ed frcm a base estimate in 1980 that showed high serum cholester-
ol levels in middle-aged men and women. About 25 percent of men
and 30 percent of women have levels over 240 muligrams.

Meanwhile, corcerns about the effects of this Cfroblem of hypo-
cholesterolemia has led us to mount a National Cholesterol Educa-
tion Program, modeled on the earlier successful National High
Blood Pressure Education Program, which is beginning on Novem-
ber 15 under the leadership of the National Heart, Lung, and Blood
Institute and the Food and Drug Administration.

In spite of rot having the estimates in for 1985, we do have sur-
rogate measures provided by food consumption surveys that indi-
cate there has been about a 15-percent decline in fat consumption
between 1960 and 1980.

NUTRITION AWARENESS

An objective to increase public awareness about the association
between diet and disease shows some significant progress, especial-
ix regarding such conditions as atherosclercsis and hypertenaion.

or example, nearly 60 percent of Americans report making an
effort to avoid high cholestero! foods. The recently revised “Dietary
Guidelines,” published l"|;>mt;‘lhy by the Department of Agriculture
and the Department of Health and Human Services, addresses both
this particular objective and a more general concern, to make a
series of positive recommendations to the American public about
what constitutes a healthful diet.

A recent evaluation of the use of more than 7 million copies of
the first edition of “Dietary Guidelines” found widespread adoption
by private and public sectors for such purposes as menu planning,
curriculum development, food preparation practices, and public
education efforts.

YOUTH FITNESS

Our objective to increase the pcr:Jportion of children and youth
participating in appropriate physical fitness programs faces the se-
rious challenge in the next 5 years of increasing the number to 90
percent of the population. Yet our national children and youth fit-
ness study last year indicated that 50 percent of today’s youth do
not receive apgllio&riate physical activity, and that body fat m.:as-
urements of children 10 to 17 are stiﬁniﬁcantly higher than they
were for children of the same age in the 1960's. We are planning to
assist public schools and ﬁ':uth-serving organizations by ;;mt;wmdgmg
criteria to better define what such programs entail and case studies
of exemplary programs.

ADULT FITNESS

Physical exercise for adults, especially for the older Xulatlon,
is posed as an objective capable of reducing disease and disability
among those over 65. Our estimates indicate that even though one-
third of adults say they exercise vigorously, only about 10 to 20

24
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percent of adults over 65 activel engage in appropriate physical
g activity. Our objective calls for % percent by the year 1990. Our
F' healthy older people public education program, undertaken in co-
[ operation with the Administration on Aging, is addressing this
health behavior, along with nutrition and four other elements of
health for older Americans.

Now, the question of fitness has remifications that go far beyond
physical exercise and nutrition, to include factors such as smoki )
alcohol, and use, and we have mixed news to report on the
p to date In these areas.

ith smoln‘.uﬁE the objective to reduce the proportion of the pa-
lation who smokes to below 25 percent for adults and below 6 per-
cent for children and youth faces serious challenges as we now are
coming down to the hardcore, heavy-smoker population. However,
since smokintf is the single most important preventable cause of
mortality and morbidity in our country, e/forts to influence people
to quit smoking and to prevent young peuple from ever starting are
at the top of our agenda—and, I might add, also have a very per-
sonal commitment of my own; 2 weeks ago, the National Center for
Health Statistics reported on the first quarter of this year on the
revalence of smoking in America and if the three quarters that
ollow keep ugewith e first quarter, we will, for the first time in
history, drop below 30-percent prevalence of smoking in this coun-
t

ry.

As far as alcohol and drug abuse objectives go, we called for a
reduction in alcohol-related automobile accident fatalities from a
level of 11.5 per 100,000 to 9.5 per 100,000 by 1990, In 1983, this

re alrerdy had been reduced below our 19 objective, to 9 per
100,000, and that was _throe\ﬁh extensive efforts by iﬁghway safety,
law 1;einforcemeni:, public health, and very effective grassroots orga-
nizations.

"he objective on the use of drugs by young people, age 18 to 25,
addresses important fitness issues. It calls for hor ing the propor-
tion of users at a no-growth level. The 1985 survey of high school
seniors provides disturbing evidence that the 5-year downward
trend in the use of illicit drugs among high school seniors has un-
fortunately leveled off.

Cocaine was tried by 17 percent of the 1985 class of high school
seniors, the highest rate observed so far in this continuing survey;
15 percent of high school seniors report using marijuana one or
more times in a 30-day period, and 15 percent report using some
drugslother than marijuana, which is far above our target of less

percent.

These are only a few of the many fronts on which we have en-
gaged the risks to public health posed by r nutrition, lack of
adequat:afh ical exercise, and related problems. Others include
nutritio ling to assist consumers to make better choices;
public education programs aimed especially at high-risk popula-
tions such as pregnant women and infants, partnerships with pri-
vate sector husinesses to bring health promotion, and fitness pro-
grams to employees at their worksites and cooperative rojects
with organizations such as the American Dietetic Association, the
Society for Nutrition Education, the American School Health Asso-
ciation, and the American Association of School Administrators to

Q. 25
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address nutrition and fitness issues through their professional
memberships.

As a final comment, sir, I want to report that progress is being
made on a major project with the guidance of our departmental
Nutritional Policy Board to publish in 1986 a Surgeon General’s
report on nutrition and health. This repor. will provide a compre-
hensive analysis of the current state of our knowledge about **
relationshipe of nutrition with diseases and conditions that co. .-
ue to cause premature death and untold suffering and economic
loss to Americans. Its development by scientists primarily within
the U.S. Public Health Service is receiving careful peer review by
nutrition scientists across the country. :

Our purpose in preparing and promulgating thz Report on Nutri-
tion and Health is to provide a firm foundation for public health
policy related to nutrition as we move forward to - .. our 1990
objectives and beyond that, as we formulate our r_.cional health
goals and strategies for the next decade leading to the year 2000.

Thank you, Mr. Caairman. I would be happy to respond to any

[The prepared statement of Dr. Koop and responses to questions
submitted by Senators Hatch and Grassley follows:]
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Mr, Chairman, thank you for the opportunity to speak before this
committes about the role of nutrition and physical fitness in public
health fr-m the perspective of the U.S. Public Health Service. I am C.
Everett Koop, Surgeon Geperal of the U.S. Public Health Service. With me
today is J. Michaei McGinnis, Assistant Surgeon General and Deputy
Assistant Secretary for Health (Disease Prevention and Health Promution).

The health of Americans is, cf course, primarily an individual,
personal concern. But it is also a national concern, one which we have
learned can be positively influenced by wblic policy as wel) as by
publicly supported research and services. Assessments of the health
status of the American population indicate that we as a pation are
healthier and live lonjer now than in any prisr time in history. Many
improvements in health status are dve to advances in clinical treatment
achieved in the last several decades. But a sizable share of these gains
is attributable to application of what we've learned about preventing
disease\.‘xaesearch into the various leading causes of death and
disability for Americans has identified a number of controllable factors,
and suggested that our previous reliance on a "pound of cure” may have
lulled us into giving too little attention to the effectiveness of the
proverbial “ounce of rrevention.®

A shift in public policy occurred with a recognition of the potential
of prevention for bringing about greater improvements in the health of

Americans. The shift was enunciated in Healthy People - The Surgeon

General's Report on Health Promotion and Disease Prevention, published in

1979. Since its publication, Healthy People has served as a focal point
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for a nstiomal policy the goal of which is the promotic~ of hezlth and
the prevention of disease. An outgrowth of this hasic health promotion
document was the publication in 1980 of Promoting Health/Preventing

Disease - Objectives for the Nation. Several hundred experts from across

the nation percicipated in that obiective-setting process which addressed
27 items in 15 areas deemed to be high public healtn prevention
priorities. Two of those 15 areas are rutriticn amd physical
fitness--the subjects of your hearing tnday. We have become comvinced
that activity targeted to these two areas can help reduce unnecessary
risks and enhance good health. For example, dietary factors have been
found to play & significant role in a munber of disorders such as cancer,
atherosclezosis, hypertension, and anemis. Physical exercise and
physical fitness have also been found to help reduce risk of hypertension
and osteoporos’s and contribute indirectly to lower rates of problems
like heart disease and Liabet:s.

Since 1980, when Promoting Health,Preventing Di - Objectives for

the Nation was published, the U.S. Public Health Service has been engaged
in research, public education and monitoring snd surveillance efforts
whose purpose has been to facilitate a national improvement in health
behavior aczoss all of the 15 sreas, including nutrition and physical
fitness. T:is year--1985--we are engaged in what we have termed our
“aid~course review® of the 1990 Health Cbjectives, sllowing us to assess
what progress has been made, what mid-course corrections might be in
order, and what incressed attentior mey be required to meet the
objectives that were set in 1980.

Let me give you & few examples of what we know about the hea.th of
Americans in the areas of nutrition and physical fitness and what new
efforts sre being cons.i‘ered:
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Obesity~-Obesity is a function of both nutrition and physical
oxccise, and dsts now svailable suggest we need improvement
nationally in this ares, though our mid-course estimate of
progress is swaiting the results of 1985 surveys. We started
from & baseline in the late 19708 of 28 percent of adults being
overweight; that's equivalent to about 34 million people 20
years of age and older who sre at risk for those chronic

s QLY
Cholesterol —The objective to reduce the proportion of adults
with serun cholesterol levels above 230 mg/dl by st least 508
started from & base estimste in 1980 that shoved high serum

diseases associated with overweight amd cbesity.

cholesterol levels in miidle-2ged men and women.q The next
Nationsl Health and Nutrition Examinstion Survey in 1988 will
chart our progress in this objective. mmhne.‘ concern about
the effects of ﬂ!h problem of hypercholesterclemia has led us
to mount » National Cholesterol Bducstion Program, wodeled on
the earlier successful Natiorsl High Blood Pressure Education
program, which is beginning on November 15 under the leadership
of the Natiomsl Heart, Lung and Blood Institute and the Food snd
Drug Adainistration.;

Nutrition Assreness—An objective to incresse public swereness
about the association between diet and disease shows some
significent progress, especislly regarding such corditions as
atherosclerveis and hypertension. 4 The recently revised Dietary
Guidelines, published jointly by the Depertment of Agriculture
and the Depsrtment of Heslth and Humen Services, sdiresses both
this perticulsr objective and » xore general concern to meke »
series of positive recommendations , the American public about what
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constitutes a heslthful diet. A recent evaluation Of the use
of the more than 7 million copies of the first edition of the
Dietary Guidelines found widespread adoption by private and
public sectors for such purposes as menu planning, curriculum
development, food preparation practices and public education
efforts. .

©  Youth Fitness--Our objective to increase the proportion of
children and youth perticipating in appropriste physical fitness
programs faces the geric's challenge in the next five years of
increasing the mmber from 668 to 90% of the population. We are
Planning to assist public schools and youth-serving
organizations by providing criteria to better define what such
Programs entail «nd case studies of exemplary programe. /]

0 Adult Pitness--Physical sxercise for adults, especially for the
older population, is posed as an cbjective capable of reducing
disease and disability smong thcss over 65. Our estimates
indicate only sbout 108 to 208 of adults over 65 engage in
appropriate physical activity. ‘The objective calls fo 50% by
the year 1990. Our Healthy Older People public education
program, undertaken in cooperstion with the Administration on
Ming, is addressing this health behavior, slong with nutrition
and four other elements of health for Older Americans.

The questior of fitness has ramifications thac go beyond physical
exercise and nutrition to include such factors as smoking, alcohol and
drug use. We have mixed news to report cn the progress to date in these
areas.

- Smoking--The objective to reduce the proportion of the

population who smoke to beiow 258 for adults and below 6% for
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children and youth also faces serious cmnenges./ A dowrward
trerd in the proportion of the adult population who smoke faces
resistance as we get to the hard-core, heavy-smoker population.
The trend in smoking among adolescents seems to have plateaved
in the last year rather than continuing its prev.ous decline,
exemplary in boys, dropping from about 308 to about 20% in°3
years) Obviously, since smoking is the single most important
Preventabie cause of mottality and morbidity in our country,
efforts to influence people to guit smoking and to prevent young
people from ever starting are at the top of our agenda--and, I
might add, also & personal commitment of my own,{

Alcohol--The alcohol and drug abuse objectives called for a
reduction in alcohol-related automobile accident fatalities from
a leyel of 11.5 per 100,000 to 9.5 per 100,000 in 1990. 1In
1983, this figure had slready heen reduced to 9.0 per 100,000,
through extensive efforts by highway safety, law enforcement,
public health and very effective grassroots organizations.

Drug Use--The objective on use of drugs by young people age 18
to 25 addresses an important fitness issve. It calls for
holding the proportion of users at & no-growth level. The 1985
survey of high school seniors provides disturbing evidence that
the five-year dowrward trend in use of illicii drugs among high
school seniors hasjleveled off. Cocaine has been tried by 17
of the 1985 class of high school seniors, the highest rate
observed 80 far on this continuing survey, Fifteen percent of
high school seniors report using marijuana one or more times in
a 30 day period, and 15 percent report using some drug other

than marijuana, far above our target of less than one percent.
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These are only a very few of the many fronts on which we have engaged
the risks to healti) posed ., poor nutrition, lack of adequate physical
fitness and related problems. Others include:

o nutrition labeling to assist consumers to make better choices

about what foods to eat;

o public education programs aimed especially at high risk -
populations such as pregnant women and infants;

o partnerships with private sector businesses to bring health
promotion and fitness programs to employees at their worksites;
and

0  cooperative projects with organizations such as the American
Dietetic Association, the Society for Nutrition Education, the
American School Health Association and the American Association
of School AMdministrators to address nutrition and fitness issues
through their professional memberst.ips.

As a final coment, I wart to report that progress is being made on a
mejor project, with the guidance of our Depertmental Nutrition Policy
Board, to publish in 1986 a Surgeon General's Report on Nutrition and
Health. This report will provide a comprehensive analysis of the current
state of our krowledge about the relationships of nutrition with diseases
and conditions that continve to cause premature death and untold
suffering and economic costs to Americans. Its development by scientists
primarily within the U.S. Public Health Service is receiving careful peer
review by mutrition scientists across the country. Our purpose in
preparing and promulgating the report on nutrition and health is to

33
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provide a firm foundation for public health policy related to nutrition
as we move forward to meet our 1990 Objectives and, beyond that, as we
formulate our national health goals and strategies for the next decade
leading to the year 2000.

Mr. Chairman, I will be happy tc respond to amy questions. Thank yo.
again for this opportunity.
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Questions from Senator Hatch

Dr. Koop, >an you give us some examples of the progress you cited
has been made in the areas of nutrition and fitness over the last 5
years?

The principal, documentable progreas in nutrition snd fitness over
the past five yeara relatea to public awarenesa about the
relationship of diet and health and the relationship of exercise
and health. Recent studiea conducted %y the Food and brug
Adminiatration and the Centera for Djsease Control estimate that
public awareness objectivea for 199 in the priority areaa of
nutrition and phyaical fitneaa and exercise have already been met
aa of 1985, with 75 percent of the population correctly associating
the principal dietary factors known or strongly suspected to be
related to disease and 50 percent underatanding the poaitive
asaociation of exercise with cardiovaacular fitneas. Data are not
readily available to document the degree to which the increase in
public awareness has tranalated into incresses in the number of
people who have adopted healthier eating habits and patterns of
exercise,

What factora do you think are primarily responsible for the
reduction in cigarette uae and what 1a now needed to continue thia
downward trend?

There can be no doubt that reductions in amoking prevalence and
cigarette conaumption experienced over the paat 20 years are a
direct result of concerna about the health consequencea of smoking.
Before the 1964 report of the Advisory Committee on Smoking and
Health, even anecdotal reporta of smoking cesaation were
infrequent, and both smokin, ratea and per capita cigarette
consumption were increasing.

In 1964, over 501 of adult males and spproximately a third of adult
females were regular cigarette smokers and per capita consumption
stood at 4,345 cigarettes annually and increasing. In 1985, sn
estimnted 33T of adult males and 28% adult females are smokers and
per capits consumption is now at its lowest level since the
mid-1940s at 3,384 cigarettea.

These reductions are the direct result of programs carried out by
all levels of society to educate the public about specific health
risks associated with cigarette smoking.

Further reductions in smoking prevalence can be achieved and even
accelerated with intenaified educational programs that are coupled
with supportive socisl and economic policy.
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In your opinion, vhat are the most effective national ¢fforts to
promote the public's knowledge of fitness and nutririon?

Our experience with national public awarenesa and public education
programs asuggeat that effective programs have a number of features.
They muat take *nto account the existing beliefs, attitudes and
practicea of neople. For example, we are learning that people are
very sware of what not to eat--fats, sugar, salt--but are confused
about vhat conatitutea a healthy diet. They may say they want to
reduce choleaterol, but not understand why that ia important or how
to do so. Informstion programs must investigate very carefully
what the in.ended audiencs th'nks in order to communicate
effectively. Materiala must then be carefully reviewed by
profesaionals to asaure accuracy and by the audience t~ Le sure
they are underatandable before being produced and distributed.

We also know that materials and information must be reinforced by
information from health profeasionals, the media, and other
sourcea. '~ must be creative in communicating information. for
inatance, grocery store chains wvhich offer nutrition information on
shelf labela can support people selecting healthier foods.

Community-wide support for healthier lifeatyles is very important.
Besides information about specific exercise routines, accessible
facilitiea and opportunitiea to use them are critical.

In sum, no single activity will assure success, but ~arefully
tailored information and chances for people to practice tleir new
lifeatyle habits can lead to the healthier behaviors. Current
Federal programs, such as "Healthy Older People" and "Healthy
Mothers, Healthy Babiea," have been developed with these factors in
mind.
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1 am pleased to hear that you are preparing a Surgeon General's
Report on Nutrition. This ia likely to be highly regarded by the
public, aa is your report on Smoking and Health. How do you see
thia nutrition report being used? 1Is it going to be a guideline
for heslthy eating, or is it going to be a technical document for
scient.i.is?

The Surgeon General's Report on Nutrition and Health has been
deaigned to provide a review of the key scientific issues in
nutrition and health. It ia recognized that the nutrition policy
on a national level involves a highly complex process and that
recommendations involving changea in food intake or dietary habits
have concomitant influences on food production, employment, and
food prices. Theaa issuaa are beyond the acope of the report.
Neither will it make definitiva or final judgments regurding
nutrition and health. It will identify kay nutritional factors
related to public health, review thair status and relative
importance, and aasess the strengths and implicationa of their
asaociation with health/diseaac issues. It will support the newly
releaaed, second edition of the DHHS/USDA dietary guidelines for
healthy people, but it will not make specific recommendationa on
dietary habits or apecific foods which should or should 2ot be
incorporated into the diets of the Americsn public. In addition,
this document will not addresas the issue of determining nutrient
requirements.

The report will highlight the moat recent state-of-the-art research
insights. It will not, however, take a textbook approach. For
example, there will not be axtensive discussions of physiologic
aystems, metabolic pathways, or chemical structurea, except for
illustrative purpoaes related to central themea. Rather, for each
chapter topic, the focua is to be on the identification, discusaion
and documentation of current aciantific issues. The content of the
report can be categorized into 5 areaa: -

1. Nutrieut influence on health

2. Dietary patterna and practicea

3. Food health fraud and fadism

4. Diet-related diseaae status

5. Implicationa of nutrition on the health of special groups

The major objective of the Surgeon General's Report on Nutrition
and Health is to provide the scientific base for health care
atrategies and policy decisiona affecting government programs and
public health nutrition.

The report is a public document available to anyone. However, the
language and format are directed to reasonably well-educated and
informed individuala who depend on thorough sciantific
documentation as the baaia for decision gbout health care delivery,
public education and public haalth recommendations. The general
public will benefit from this report, eapecially as a supporting
document to the USDA/DHHS dietary guidelinea. Nutritional
scientists may find it useful as a review of current scientific
findinga on high priority research topica.
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I understsnd Federsl nutrition sctivicies are dispersed throughout
government agencies. Do you think it would be useful to have a
central nutrition office which could coordinate «11 research and
public educetion sctivitiea?

We alresdy havs coordination of nutrition sctivities among
govarnment egencies which ia crucisl to the effective snd timely
implementation of nutrition programs. We do not feel that
coordination neceasarily has to be sccomplished by s centrsl
office. The Department enjoys s close working reletionship with
USDA in nutrition rssearch end public education activitiea. The
Depertment of Hselth and Human Services (DHHS) slready has an
effective mechanism in place in the form of the Nutrition Policy
Boerd to coordinets varioas departmental ectivities. This Board is
made up of high leval repressntatives of the relevant DHHS/Public
Heelth Service agencies. The Board's charge is to:

1. Develop overall nutrition policy

2. Report on high priority issues to the Asaistant Secretary
for Health

3. Act ss e ateering committee for various nutrition
programs in the Departmunt of Heslth snd Human Services

The Committee is chaired by the Assistant Secretery for Heslth.




ERIC

. Aruitoxt provided by Eic:
)

Q.

A.

35

Questions from Senator Grassley to Dr. Koop

Dr. Koop, you mentioned that the Department is going to publish in
1986ammm1'smpmtmmtdﬂmuﬂﬂulth. I have
several questions to put to you about this report.

How are pscple selected for the departmental Nutrition Policy Board?
And is an effort made in selecting them to get a diversity of opinion
represented fram within the scientific commmnity?

The Nutrition Policy Board (NPB) is the major vehicle within the
Departrent of Health and Buman Services (DEHHS) for coordinating
nutrition policy development and program implementation. The
board:

. Provides a forum for the reqular exchange of
information on DHHS nutrition activities.

. Oversees the review and approval of mutrition-related
reports requested by the Congress, the Secretary, or
other senior officials.

¢ Facilitates the sharine of DHHS resocurces allocated to
nutrition.

¢ Provides advice and counsel to the Secretary of DHHS on
major policy issues pertaining to nutrition.

° Recamends nutrition-related initiatives to the
Secretary of DHHS,

° Serves as a point of contact for nutrition policy

matters with other agencies of the Federal Govermment,
as well as relsvant non-Federal agencies and
organizations

The members of the Nutrition Policy Soard are policy officials f.om
DHIS' agencies that have nutrition programs or oversight resporasibility
of nutrition activities. The make up of the Board is as foliows:

Chairperson: Deputy Assistant Secretary for Health
(Disease Prevention and Health Pramotion)

Agency representation:
¢  Alcohol, Drug Abuse and Mental Health Administration
(ADAMHA)
=  Deputy Administrator

°  fenters for Disease Control (CDC)
-  Assistant Director (Washington)

¢  Pood and Drug Aduinistration (FDA)
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- Director, Bureau of Foods

° Health Resources and Servioces Administration (HRSA)
- Asgociate Adninistrator, Clinical Affairs

®  National Institutes of Health (NIH)
- Deputy Director

. National Center for Health Statistics (NCHS)
- Director

° office of International Health (OIH)
- Director and Surgeon General

i Office of Human Development Services (OHDS)
- Deputy Assistant Secretary

d Office of legislation (OL)
- Depurty Assistant Secretery

Each member represents the position of his or her respective agency.
Although the Boexrd acts as a body, various agencies have the lead
responsibility for various nutrition activities:

Nutrition Education (HRSA)

Nutrition Research Training (MIH)

Nutrition Services and Manpower (CHDS)

Nutrition Status Monitoring (CDC and NCHS)

Food Safety, Quality and Regulation (FDA)

International Nutrition (OIH)

The Board is designed to utilize and provide input from experts in all
areas of nutrition.

what was and is the role of this Board in the develoument of che
Surgeon General's Report on Nutrition and Health.

The Nutrition Policy Board acts in an advisory capacity to the
Public Health Service and the coordinating stafi responsible for
producing the Surgeon General's lbport cn mtxitj.m and Health.
Specifically, the Nutrition Policy Board

d Identified topics to be included in the Report.

° Reviewed the outlines of each of the chapters contained
in the Report.

° Selected an advisory panel of eight mitrition
scientists fram outside the DHHS to review the Report.

40
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The pane® represents expertise fram the basic sciences,
fond sciences, clinical nutrition, nutrition education,
and public health nutrition.

° Will make decisions regarding probleme relatea to style
or content of the Report which cannot be resolved by
the Public Hsalth Service agencies' staff responsible
for drafting the Peport.

° Will review the final draft of the Report as part of
the government clearance process.

Where is the responsibility for preparation of this Report lodged
in the Public Health Service and what components of the PHS are
doing what in its preparation.

lublic He21th Service agencies were assigned responsibility for

varjous chapters of the Report according to their missions
and expertise. The lead agencies, their assigmments, and agency
contacts are listed in Table 1.

With respect to the review by nutrition scientists across the
country, are you making efforts to be sure that a cros=—section
of mitrition scientists revies the Report?

Every effort has been taken to ensure that the leading mutrition
scientists across the country have been included in tha review process
of the Surgeons General's Report on Mutrition an Health. In addition
to PHS agency review and clearance, technical editing and review by
unmmummwmmmwwmmmmhun
Repart is being reviewed by approximately 120 nutrition scientiste
from all areas of the nutrition field--two reviewers for each chapter
in two rounds of review. The editorial review consists of the
following stepe:

1. Chapter drafts were developed through whatever mechanism 1s
preferred by the responsible agency. Collaboration and
commmnication among agencies is encouraged.

2. Preliminary reviews and revisions of each chapter were
acoorplished within the responsible agency by whatever
mechaniam is preferred to reach first draft form.

3. A thorough technical edit of sach chapter was made as each
chapter was received by the Office of Disease Prevention and
Health Pramtion. The editing suggestions, corrections, and
clarifications are being forwarded to the lead agencies and
the necessary changes made and approved before the chapters
are sent out for scientific review.

4. Outside reviewers were identified for each ch

apter through
namination by the responsible agencies and consultation with
major scientific organizations in nutrition.

11
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OUTLINE

TABLE

SURGEON GENERAL'S REPORT ON NUTRITION AND REALTH

Chapter 1: Introduction and Summary

Chapter 2: Nutrients

Chapter 3: Dietary Patterns and Practices

Chapter 4: Cbesity

Chapter 5: Coronary Artery Disease

Chapter 6: Rypertensi
Cancer

on

Chapter 8: Diabeteg Mellitus
9: Anemi

a
Chapter 10: Caries and otper Dental Disease

Chapter 11: Gastrointestinal Diseases
Chapter 12: Renal Disease
Chapter 13: Skelets] Disease

Chapter 14: Infections and Immune Disorders

Chapter 15: Nervous System Disorders
Chapter 16: Behavioral Disorders

Chapter 17: Nutrition in Pregnancy and Infancy
Chapter 18: RNutrition and Aging

Chapter 19: Nutrition and Alcohol

Chapter 20: Effects of Drugs on Nutritional Status

Chapter 21: Food Padism and Fraud

Target audience: nutrition policy makers

ASH/KPB
FDA/CFSAN
FDA/CFSAN ard NCHS/DHES
N_H/NIADDK
NIH/NHLRI
NIR/NHLBI
NIB/NCIT
NIid/NIADDK
NIB/NIADDK
NIH/NIDR
NIB/NIADDK
NIR/NIADDK
NIH/NIADDK
NIB/NTAID
NIR/RINCDS
ADAMHA/NINH
CDC/CHPE and NIH/RICHD
NIi/RIA
ADAMHA/NIAAA
FDA/CDB
FDA/CFSAN

Focus: highlights of most recent state-of-the-art research insights,

not encyclopedic or a textbook approach

Chapter length: discretion of responsible agencies (5-10 typeset pages

is acceptable but not restrictive)

Chapter format (4-21):

ERIC
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3 sectjons: a) historical context (5-15%); b)
highlights of research insights on key issues
(70-908); c) implications for djetary guidance

and nutrition policy (5-15%).
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5. Upon completion of the revised first draft, the tuxt is
being sent to: two designated outside reviewers tor each
chapter. Bditorial advisors and other DHHS agencies with
expertise in the subject area for any given chapter are also
provided an opportunity to review first drafts of each
chapter, All comments will be sent directly to the
mspmaibmlztaqmcy official for incorporation into the

6. Upon oampletion of the second draft, the text will be sent
to: two additional designated cutside reviewers for each
, Editorial advisors, the staffing working group of
the Nutrition Policy Board and; USDA scientific staff will
be provided an opportunity to review second drafts of each
chapter

7. Upon campletion of the third and final draft, the full text
will be sent for review of: a) editorial advisors to the
Nutrition Policy Board; b) DHHS Nutrition Policy Board
menbers; c) PHS Agency Heads; d) noxmal DHHS clearance
channels.

8. Throughout the process a technical contractor will 3 ovide
editorial, graphic, photocamposition and bibliog apaic

to the responsible agency official for approval,

Q. Are you going to follow the GAO recarmendation I cited earlier in
my opening remarks to wit: Would a discussion of the different
achools of thought about public dietary advice have provided a
better context for policy makers as they assess the issues
involved?

A. In addressing this question one must consider the acbjective and
purpose of the Surgecn General's Report on Nutrition and Health.
The major objectivs of the Report is to provide policy-mmkers and
health care providers with a review of the science base S the
key issues in mutrition and health. The Report will identify the

state-of-the-art research insights, the report will estimate the
strength of association between health and various nutritional
factors. The report will not make definitive or final judgments

nutrition and health. Rather, the focus will be on the
identification, discussion, and documentation of key scientific
issues important t« the formulation of current nutrition policy
and public reSGamendations.

Because of their proximity to the Federal policy making bodies
and their jnvolvement in addressing the problems of diet and
public health, the acientists of the Public Health Service are in

Qo 43
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the mechanism set up for the production and review of the

, both the governmment nutrition experts and those of the
private sector will have major input into the final document
The allows the balunced review

report to present a of the
f-the-art in nutrition research and a wide range opinions

best position to identify the major diet and health issues
review and interpret the science base for these problems.
and conclusion on controverzial and/or unresolved issues.
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Dr. Koop said that “"physical exercise for adults, especially for
the older ggulation, is an obirctive capable of :edut':ing diseasg and
disability among those over 65."

What do you mean by the “older population® here? And does a person
ever become too old to benefit from properly supervised exercise?
Can you give us some indication of what we might expect to achieve
through exercise among the eiderly--some sense of what improvement in
function or decline in disability we can expect?

Exercise and physical fitness play a central role in maintaining
health and wellbeing as we age. While more research will help us
fully define tne benefits of exercise with older populations, tl.cre
is subgtantial evidence that regular, vigorous exercise improves
cardiovascular fitness and reduces the risk of heart problems. This
is true for all age groups, including those over 65. By beginning
slowly, increasing gradually, and having proper supervision most
people can safely undertake a beneficial program of activity such as
walking or swimming.

Besides cardiovascular benefits, exercise that helps maintain
strength and flexibility is important for all people. Stretching,
flexing Ind increasing range of motion can benefit even those in poor
health. Special programe have been implemented for people confined
to wheelchairs and bed or for those with joint problems such as
arthritis. The benefits of increased feeling of well being, greater
comfort in everyday activities, sounder sleep, and feeling better
about oneself are well documented.

Carefully programmed exercise has been shown to ameliorate muscular
and cardiovascular declines previously assumed irreversible and has
been shown to reverse the loss of calcium which is associated with
osteoporosis.

We have seen the benefits of exercise demonstrated for all older ages
and ability levels. It is very important to educate the public and
professionals about the importance of exercise ir maintaii ‘ng health
and well being.
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How about nutrition? What sort 7f benefit can we expect there?
Would you agree with the statement Miss Evans will make on the next
penel, to the effect that: "Improved nutrition among the elderly may
reduce hospitalization and other health care cosis and improve their
overall quality of life?"

The last twenty yeurs have witnessed a virtual explosion of
informetion regardiig the role of diet in the onset of chronic
diseases. Regearch has demonstrated the role of fats and cholesterol
in the onset of coronary heart disease, the relationship of salt with
hypertension and high fat and low fiber diets with over 30 percent of
cancers, and the lack of calcium associated with osteoporosis. We
also know the importance of diet in controlling diabetes and other
chronic conditions.

We know, for example, that among middle aged and older men, a one
percent reduction in blood cholesterol levels results in a two
Percent decrease in heart attack risk. Thus, thcee reducing blood
cholesterol levels by 25 percent could cut heart attack risk in half.

While more research is clearly needed to continue to quantify the
benefits of changing dietary practices and prevention of disease
among all age groups, I do believe we could expect a reduction in
disease and disability. Much work is needed, however, to educate the
public and professionals about how to put this knowledge into
practice before the results will be widespread.
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The CHAIRMAN. Thank you, Dr. Koop.

Mr. Swengros, we will turn to you at this time. We are going to
limit you to 5 minutes and all other witnesses from here on in. We
did think it was very important to listen to all that the Surgeon
General had to say, because he has really been leading the fight in
this area throughout the country. But we also think it is extremely
important to have you here, and the work that you and George
Allﬁ: gsx‘}:; other'? are doing is extremely important to this country.

Mr. SwznGros. Thank you very much, Mr. Chairman.

Our chairman, Mr. George Allen, regrets that he could not be
here today, and I am flattered to be able to reBlace him.

The work of the President’s Council on Physical Fitness and
Sports is generally confined to exercise and physical fitness. How-
ever, it recognizes that appropriate nutrition is necessary to fitness,
health, and physical performance.

Physical fitness is so vital to good health, productivity and the
quality of life, it has been incorporated into the 1990 Health Pro-
motion and Disease Prevention Objectives for the Nation, which
were established by the Public Health Service under President
Carter and continued under President .

Two of the 15 topic areas of this program are Physical Fitness
and Exercise, and Nutrition. This national cmphasis is built
around the identification of individual habits and behaviors which
are counterproductive and result in poor health, disability, death,
loss of productivity, and the related economic cost to this country.

While the interest and responsibility of the PCPFS is related to
health, it is importart to note that physical fitness is also essential
for other aspects of American life, including safe and effective
work efforts, leisure pursuits and improved intellectual stimula-
tion.

More of our citizens are exercising than at any other time in our
recent history Heart disease statistics have declined. Many more
young women are given opportunitics in sports and fitness pro-
grams. Special populations are icipating more. And worksite
programs in fitness are growing, both in the private and public sec-

tors.

All of this is good news, and it is significant. But when we look
at the segments of the population which exhibit oroblems that
~ould be overcome or alleviated by appropriate exercise, we can see
there is still much to be done.

Soventy-five million Americans suffer from back ailments, which
totaliy Zisable .5 n:illion. Back ailments cost industry $14 billion a
year and result in 93 million days of absenteeism. The aver
annual health care cost for the elderly has risen from $712 in 1977
to $1,626 in 1984.

Obesity is a significant factor in health problems, and some stud-
ies indicate as many as 30 percent of our adults are at risk because
of their obesciltly.

The Council’s own hearings on {youth fitnees in 1984 brought out
that many children show signs of degenerative diseases; obegity is
on the increase; fewer students are in physical educ.tion, and less
time in the schoolday is given to physical education.

[}
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In summary, adequate physical fitness is vital to the health and
productivity of individuals. Many Americans are exercising regu-
larly and recent trends in this direction indicate it is a change in
our culture and not just a fad.

There are still many Americans who do not exercise adequately.
It has been Federal public policy to encourage physical fitness pro-
grams and emphasis.

It is respectfully recommended that Congress take an active role
in emphasizing the importance of physical fitness in the develop-
ment of policy, support and leadership to encourage programs in
this area; emphasis be directed toward all of America, but priority
at this time be for youth, older adults, worksite programs, and the
special populations of working women, minorities, and the disabled.
Particular attention be paid to leadership personnel in the schools,
in youth groups, in retirement homes and aging centers, and at the
business site, to be sure that there is adequately experienced and
trained instructors to give direction to programs and provide re-
sources to help fitness leaders, whether they be paid professionals
or volunteers.

Thank you for this opportunity to testify.

The CHAIRMAN. Thank you, Mr. Swengros.

[The prepared statement of Mr. Swengros follows:]
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The President's Council on Physicel Fitness snd Sports (PCPFS) wes ssteb-
14shed by President Eisenhower becsuse of 8 concern sbout youth fitness
in Americe. The Council has bscn continued by ssch sdministretion for
tha pest 29 yssrs, but subs-quent Presidents have brosdsnsd ths responsi-
bilities to include programs snd initistives for 1l sges. Thess Presi-
dente have believed physicel fitnsss to be importent in psoplss lives and
have given ths Council responsibility for developing snd coordinating
efforts to highlight this priority. Ths intsnt hes bsen to sstsblish e
nstionsl policy view of the administrstion which ststss thst regulsr
perticipstion in physicel fitness end sports sctivitiss is importent to
Amsrice ond to individusl Americens.

The PCPFS defines physicsl fitness ss "the sbility to cerry out dei?,
tesks with vigor end slertness, without undue fetigue snd with smple
ensrgy to snjoy leisurs time pursuits end to mest unforsseen emergenciss.
Phyeicel fitness is ssssntisl for 8ood hsslth snd mentsl perf-rsance ses
weil ss for ssfe and sffsctive performance in physicsl sctivity such se
housshold chorss, work and recrestion.”

Resesrch, cese studies ond clinicel observetion have shown the following
sress to be positively influenced by dmproved physicel fitness:

1. Degenerstive disesses such ss heart disessc, hypertension,
disbetes, hypercholesteremis, low back problems and vsteo-
porosis

2. (Obesity

3. Mentsl Feslth - depression, anxiety, stress
4. Productivity, sbasenteeisn snd emplovee morale
5. Heslth cere costs

6. Mentsl performance

7. Growth snd development of children snd youth
8. Dynamic living end the quslity of life

In its responsibilitiss of being @ cetelyst sud promoter of prugrams snd
motivetion for fitnees, the Council works with Congress; the Administre-
tion; other government sgencies ot federsl , stete ond locel levels;
voluntery orgenizetions; privete enterprise; civic groups; end individusl
citizens. Specific programs snd em-hssis coming from this effort heve
touched children end youth, peopls «c the worksits, older edui“s, edulte
in genersl, women snd spscisl groups. Ths snclossd l1et of on-going proj-
ects, prosrams sri ssrvices gives #n overview of some of these sctivities.
A lerge majority of this effort is cerried out with corporats public
servire support. Programs come under four gensrel cetsgoriss:

1. Public Information -~ srticles, booklets brochures, s newsletter
ond television end redio progrsms srs psrt of s continuous
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public informstion campeign to increses ths public's awarsnasas
of the importancs of physical fitness;

2, Program Devalopmant - cooperstiva programs with Stets end locel
governments, voluntary orgenizstions, professionsl sssocistionas,
sport governing bodiss, privats anterpriss and other Fedarsl
sganciss to promots physical fitness lsaderehip, facilities end
programs.

3. Technicel Assistence - sdvisory services in relstsd srsss.

4. Spacisl Programs - nastionsl confarences and testing, recognition
send incentive programs for individusls, institutions snd orgeni-
zations.

While ths work of the Council is genarslly confined to exerciss end phyei-
cel fitness, it recognizas that sppropriste nutritioa is sleo importent
to fitness, haslth and physicael parformance. A numbar of projscts which
have eignificent nutrition slements ers cerriad out esch yssr. Thease
sfforte slweys incorporate ths emphssis end expsrtise of offices from
other aganciss such ss the Dapartment of Agriculturs, ths Office of
Disssss Prevention snd Reslth Promotion send tha Netionsl Institutes of
Realth. 1In eddition, privete organizetiona such ss the Amsricen Madical
Associstion, the Americen Collegs of Sportas Medicine, the American
Allience for Heelth, Phyaicel Fducetion, Recrestior and Dance and various
corporsts sponsors heve basn involvaed.

Phyeicsl fitness is so vital to good heslth, productivity end the quelity
of l1ife thet it hes basn incorporatad in the haslth objectives for the
nstion ssteblished by the Public Reslth Sarvics under President Jimmy
Carter snd continued under President Runald Resgen. Two of ths major
sress in this program of the Public Realth Service ars physicel fitness
snd exerciss and nutritior. This nationel emphsesis is built around the
identificetion of individual hebits snd bahaviors vhich sre cuunterproduc-
tive and result in poor hasslth, dissbility, dasth, loss of productivity
snd the relstsd sconomic cost to this country. The progrems of tha Realth
Objactives of ths Nation srs designed to sstsblish s cooparstive affort
batwean the Fedaral Government and other goverumant end privets antities
to prevent disesss and promots guod heslth.

While the intsrast end responsibility of ths PCPFS is related to haslth,
it is iwportent to strsss that physicsl fitness is assentis! for othar
sspacts of Americen lifs, i.s., asfe and affective work afforts and
leisurs pursuits and improvad intallsctusl stimulstion.

The sbovs-mentioned sctivitiss dsscribs the fact thet physicel fitnsss

has bssan sn importent pert of public policy. These gfforte hiva recaivad
su-h ovarvhelaing responss and support thst thars is littls doubt Ameri-
cans sxpect snd went this ‘«sdarship and emphesis from the Fedarsl Govern-
ment. A recent survey on hsulth cere cost contsinment showsd that respon-
dents balievs, by s strong margin, thet the best way to schieve the highsat
state of haslth quality is to maks ovart sfforts to shift the focus of
medical plens from scuts to prevantivs cers.
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Mors of our citizans srs exsrcising than st any time in racant history,
haart disaasa ststistics hava daclinad, many mors young womsn ars given
opportunitiss in sports and fitnass programs, spacisl populations are
participating mora, and worksits programs in fitnaas aras growing both in
the public and privats sactors. All of this is the good news and it is
significant. But, vh n wa look at ths sagments of ths population which
arhibit problems which can bs ovarcome or sllevistad by spproprists and
adquata axarciss, va can sss thars is still much to ba done.

Some of tha evidancs thst mors nesds to be dona is as follows:

%. 75 million Amaricans suffar from back silments which totally
disabla 2.5 million. Back ailmenia cost industry $14 billion
in 93 million days of absentsaism and disability sach year.

‘é The average snnual haalth cars costs for the eldarly has risen
17 from $712 4n 1977 to $1,526 in 1984.

3. The aconomic cost of cardiovascular disesss in 1984 was $64.4
billior.

&, Obesity is s significent fsctor in health problems and some
studias indicate as many as 30 percent of adults are at risk
because of their obesity.

S. The PCPFS' own hesrings on youth fitness in 1984 brought out
that many children show signa of degenerstive diseases, obesity
is on tha incraass, faver students ara in physical education
and lass time in the school day is spent on physical aducation,
school dropouts and adolescents arrasted for crime have poor
fitness levels, parformance on fitness tests is poor for large
nuzbers of students, and the school curriculum needs to empha-
size “{tness more.

In summary:

1. Adaquste physical fitness is vital to tha heslth and produc-
tivity of individuals.

"M‘V /)2. Many Americans srs sxercising regularly and recent trends in
i this direction indicate it is & change in our culture and not
just & fad.

3. Thera ara still many Americans who do not exercise adequately.

4. It has been Faderal public policy to encoursge physical fitness
programs and emphasis.

It is respectfully recommended that:

1. Congreas taks an active rols in emphassizing the {mportsnce cf
physical fitness and in the development of policy, support and
leadership to encourags programs in physicsl fitness;

Q 52

2 K




g

49

2, Emphesis be directed towerd ell of Americe, tut priority et
this time be for youth, older edults, worksite programs, end
the speciel populetions of working women, minorities and the
disabled;

3. Perticuler ettention be peid to leedership personnel in the
schools, in youth groups, in retirement homes end eging centers,
et the businese site, etc., to be sure there is adequetely ex-
perienced end treined edministretive leedership to give direc-
tion to programs and provide resource help to ectivity precti-
tioners whether they be peid profeseionsls or volunteers.

The PCPFS will be pleesed to work with the Senete Committee on Lebor end
Humen Resources to explore weys of implementing these recommendetionc, or
others, which will improve the physicel fitness of our citirens.

Respactfully gubmitped

Ash E, Eeyes

Executive Director

President'e Council on Physicel
Fitness end Sports

93
Q {
- ERIC




50

PRESIDENT'S COUNCIL ON PEYS1CAL FITNESS AND SPORTS
On-Coing Projects/Prograss/Services

Presidentiel Physicel Fitoess Avsrd for Yoeuth Aged 10-17
Stste Demonstrstion Centers Prograe fer School Physicsl Tducstiocn
A Study of the Physicel Fitness of Anericsn Youth Aged 6-17
FITNESSCRAM = A Schoel Physicel Fitoess Report Cerd
A Tile sod Teschers Guide Progrss to Ewphssize Thysicel Fitoess
1o School Thysicsl Rducetion
Regional Clinice on Physicsl ‘Fitness snd Sports for Teschers,
Coechas, Fitoess Lesdars, Recrestion Perscunel, ete. .
Nsticos) Physicel Fitmess sod Sports Noath
The 1990 Objectives for ¢ Beslthy Netion, Physics] Fitvess snd Exercise
Business soé Industry Symposium - A tvo-dsy symposius to prosote and
essist in the developmest of saysicsl fitoess progrems o the vork
plsce
Governors COwuciis on Physicel Fitness ood Sports |
feslth snd Fitness 10 the Arwed Services |
Nations] Fi.cess Coslition 1o Recreation |
Presidentis] Sports Averd
Stste Cazes = A cooparetive Projact with the D.S. 0lyzpic Coc={gttee end
1p8ividual State Covernors Councils
BIZNET Television Programs
Nstional Yosen's Lesdership Cooference and Follow-up
Public Service Advertizezeot Prograz - Television, raifo, sad priot ed
fitoess promotion
Reslthy Americen Fitoess Leeder Avards Pro’ect vith Jeycees svd Allstete
Insursoce
Fedars] Evployees Physice] Fitness Enphesis
Public Ioformatior Matleouts on verfous Physice] Fitoess Subjects
Ns*‘onsl 4-8 Council - Summer Youth Fitoess Progras
Cooparstion vith the Nsvy Depsrtsect om Youth Fitoess
Fitness Calendsrs ~ Cooperstive project vith Shedd Browm, Inmc.
Co-Sponsor of Marise Corp Marethon
Mstionsl Fitness Clessic
School Poster o Presidentis] Physicsl Fitoess verd
Mevs Relesses on verious Currest Fitoess Topics
Motivstions] Postere oo Fitoess festuriog Coun:11 Chsiiman Alleo
Council Nevsletter
Project Perfect Fit vith WRC-TV
Technicsl Service - Response to 8 multitude of telephons cslls end
vritten Tequests for faforsation from the geversl Public, nevs
sedis, profsssionals is vsrious fields of physicel fitoess end
sports, busivess end fudustry, wedicive, other governmant sgencies
ot the locsl, stete, end Tedersl lavel, ete.
Speeches ot Fstionsl Confarences/Meetings
Meetings vith Internstionsl visifors coming .trough Vashington
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The CHAIRMAN. Now, there have been a number of reports that
American youth are less fit today than in the past. Could you give
us you; ideas and the ideas of your groups or why this is happen-
ing—or is it true?

. SWENGROS. Yes, sir, it is true. A major culprit is the fact of
priorities in the school curriculum-staff reductions for teachers of
physical education and phys. ed requirements in our schools. And
secondarily is all the distractions that young people have after
school. If they are rot going o be there to participate actively in
sports programs that are supervised

The CHAIRMAN. Some have said that fitness programs are pre-
dominantly a middle-class phenomenon. Is that true? Is there any
regon for it? What can we do to get eve?body involved in fitnees?

Mr. Swenaros. I think that it 18 a middle-class phenomenon for
adults. But, I think it is a problem with all economic classes in
youth, because they get their primary exposure to physical activity

through school p. educaticn , and when those pro-
grams mdlmnim opportunity %or youngsters to particivate
in supervised exercise also is diminished.

The “HAIRMAN. Now, do little changes in lifestyle, like walking
up st2py, just plain walking after eaiing, or at any otner time
during tne day, dv the, have a significant effect on fitness, or do
w2 .ave to encourage our young people, or anybody, for that
matter, to go into full-fiedged exercise programs?

Mr. SwxNGRos. There are two options here. One, we prepared a
statement for Senator Hawkins’ nommittee on obesity in youth,
and we .ound in the research wnat even a srall amoun? of physical
activity will increase the basal metabolic rate, and that rate will
carry over for many hours after the activitil, which is an aid to re-
duction of excess we:g ;¢ through the expenditure of calories.

Dr. Jean Mayer, the president of Tufts University, once said that
if yov wan. to maintain ideal body weight, you have to do one of
two t ither increase caloric expenditure through exercise,
or face a life’irae of hunger.

Now, we think it is important that g:ople learn to exercise and
get 300 calories a day of exercise and be able to eat to satisfaction
and gain the nutrients and vitamins that are in the food that they
eat, l:nd not starve themselves in order to maintain proper body
weight.

e CHAIRMAN. Thank you.

Senator Kennedy.

Senator KeNNEDY. I would direct my questions, if I could, to Dr.
McGGinnis. Dr. Kocp has left.

The CHAIRMAN. He has headed back to California. He flew ol
nigl;t long to get here, and he is going rig’qt back.

nator KeNnepy. Well, to be very frank about it, if we were
gowng 10 have time, I would rather have asked him some questions
about what the administraticn is doing on the preventive block
grant p for Health Promotion and Discase ntion.

A lot of the legislation, a lot of this ir:for ation, we have had for
a long time. I can remember back in the late seventies, our com-
mittee sponsored with the AMA a proposal on disease prevention
and health promotion That resulted in the passage of legislation
for the development of various centera around this country, very
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similar to the centers that were passed in the cancer program
witich have been very successful, arnd those programs have not
been funded, and I would have iiked to hear from Dr. Koop why.

I would like to know why there has not been greater emphasis by
the administration on the block grant program to reach out to the
various States in these various areas—in hypertension, in disease

revention and heaich J:romotion. Those programs were passed.
l;l::l:vas a series of in 'ﬁvlidual h:t:tutes bgheat tvﬁertta. pt:itmt:ggthetliuiin
a grant program. There not n the fundi or t
p . There has n}:)t been fth{;ga effort behind it.l - ortant
e things we are hearing today are enormously ir--9: , very
useful, things that the American people ought to hear time ‘n and
time out. But we should not delude the American people that we
do not know about this program and the needs, or that this is the
first time we are coming to address it.

I continue to be distressed by the fact that when we know how to
deal with iron deficiency and anemia, we see continved reductions
in the WIC Program, and the cutting back on school breakfast and
lunch programs, food stamp programs—which the greatest utilizers
of those p are children and generally single women who
are heads of household, and disabled people.

We saw even on the vote, which fortunately we were successful
on yesterday, about not including the fact that we have home heat-
ing, low-income fuel assistance to be considered as an income sug:
plement for those who are getting food stamps—we saw a very su
stantial group in the Senate who wanted to include that so that
people who are in the lowest income levels of our country were
going to be denied nutrition.

So I think, Mr. Chairman, it is worthwhile to talk about the im-
portance of the whole range of different behavioral needs of our so-
cicty and ‘he importance of this for us as » country, but we also
have to recognize that we have some areas chat we know can di-
rectly impact and have an important impact in terms of the goals
we h0ﬁ to achieve, which are being let go.

Dr. McGinnis, that is a long and kind of general comment, and I
can become more precise—pbut I would be interested in whatever
you might like to say in terms of defense of the administration in
some of those areas. ] would like to get them in the record. I did
not see t' em in Dr. Koop’s statement, and you are our exmret in
this, and I would welcome whatever comment you would like to

make.

Dr. McGINNIS. I am the substitute. I am happy to take that on. It
is my {'ob. After a'\, the word ‘“substitute,” comes from the Latin
verb, “stituere,” which is a derivative of “~tetuere”—a word that
had evolved in to our word “statue.” So, fi 'y translated, “‘substi-
‘tute” means you take an underling and you - < him up. [Laughter.

Senator KENNEDY. You look like you can survive pretty well, an
have survived pretty well.

The CHAIRMAN. Yes; you are anything but that, Mike.

t hter.]

bruﬁchms I am happy to take that one on, because we have
a very acuive program and agenda in prevention. We are moving
quite aggressively to implement the goals of the Surgeon General’s
report, as well as the specific objectives in promoting health and
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preventing dise:se, and we have a vigorous outreach effort to work
with States and iocalities to see that they have similar goals and
objectives at that level. Indeed, to one extent another 33 States
have already replicated the process at that lev.l.

Senator "(ENNEDY. Can you provide ihat for the record, the
States which are doing it and the States which are not?

Dr. McGINNiS. Yes; I will also provide a comprehensive imple-
mentaiion plan that we published 2 years ago, that lists all of the
Federal activities in that respect.

[Information supplied for the record follows:]
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State Activities Related 10 the 1990 Objectives
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State Activities Related to the 1990 Objectives

EXHIBIT 2: SUMMARY OF T:E NUMBERS OF STATES ENGAGED IN
ACTIVITIES RELATED TO THE 1990 OBJECTIVES (AS OF 10/1/85)

Level and Activity So. of
Level 1: Dissemination of the 1990 Objectives 50
Level 2: Preparation of Statewide Hoalth Status Review 2
Level 3: Disease Prevention/Heaith Promotion (DP/HP) Mention in

State of the State Address 0
Level 4: lanovative DP/HP Programming 3

Level S: Attention to Relationships With Local Health Office 1

Level 6: Recent Creation of State-Funded DP/HP Ory «nizational
Unit 12

Level 7: Installation of New Long-Range’Strategic Planning System |

Level §: Statewide or Multi-State DP/HP Conference Couvened cr
Planned H 13

Level 9: Established State Objectives for 1990 or Beyond 17

* Includes the District of Columbis and Puerto Rico.
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Dr. McGinnis. I will also provide for the record this publication,
just out this week, Prevention 1984-85, which chronicles quite ex-
tensively the Department’s activities in prevention.!

But let me addrees ¢ne issue which has been on my mind lately
and I think is worth rarticularly mentioning in this body, and it
relates to the signals we lget from Congrezs on prevention. There
are various functions the Federal Gove:nment can & rve in preven-
tion, including those such as agenda-setting; direct services provi-
sion; research, and so fortk and so on. We have ideutified about 10
or so of tion-related functions that the Federal Government
has an obligation to nerform.

Our view is that .wo of the most important of these are the re-
search and leadership functions.

Senator KeNNEDY. Two things in the NIH bill.

Dr. McGINN1S. I would like to focus particuiarly on the lczder-
ship component, because our research agenda, as you know, is
quite active. You will hear about that later, end Congress has paid
considerable attention to that.

One of the reasons I would like to give special focus to the lea .-
ership fuaction is that, frankly. we get some mixed signsls from

ngress on that count The Presideut, in. verv tough economic
times, proposed to maintain the level of funding for the administra-
tion’s effort to provide leadership in prevention. But the Congress,
your own Senate Appropriations Committee, has indicated that

aey want to cut that budget. So I think I would like to throw that
back into your court a bit.

Senator KxNNEDY. Senator Hatch and I will work to remedy
that, won’t we Orrin?

The CHAIRMAN. We will. In fact, we are going to do everything
we can to overturn the veto on the NIH bili—my bill, if you can

Go ahezd.

Senator KeNNEDY. In the NIH, as you are very familiar—and we
know what that function and purpose is for the research—included
in that were assistant directors in the various institutes in the area
of prevention, and I think that is one of the important factors—not
clearly that we can do all of this, certainly, ourselves, but that
there are things which are proven. There are so many areas of leg-
iglation where we do not know what the outcome is going to be,
and there are sincere people with differing views who come to com-
pletely different conclusions about how to address certain public
policy questions.

But it seems to me that on nutrition, we know what is needed,
we know how to do it, we kruw it does have a cost factor. But it is
something that we ought to be willing to address.

I would just point out that as I understand the WIC Program
now, one-third of the mothers and kids were medically at-risk, and
there would have been under the administration’s propoeal 175,000
fewer women than were served in the last year with the proposal.

So I just want to indicate I completely and enthusiastically sup-
port what we are trying to do in terms of the promotion andy what

! The material referred to was retained in the files of the committee.
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we have to expect individuals to do and what we can get States to
do, and that is a matter of communicating and getting people to
understand the importance of it, and this hearing, I think, plays a
significant role. But tied to that there are some extremely impor-
tant areas of public policy which we ought to also address, and I
hope we can keep your eye on both of them.

'Hmk you, Mr. Chairman.

‘The CHAIRMAN. Thank you, Senator Kennedy.

Senator Nickles.

) Senator Nicxkres. Mr. Chairman, I compliment you for the hear-
ng.

1 was kind of bothered by one thing that Dr. Koop mentioned,
and I regret that he had to leave, but maybe Mr. Swengros or Dr.
McGinnis could answer this. I think he mentioned that there had
been a decline in the number or pircentage of cocaine users in
high school, but that declire seems to have leveled out, and I think
he said 17 percent, and I think he mentioned 15 percent for mari-

juana.

Is that correct?

Dr. McGINns. Well, I do not think he specifically said that the
level of cocaine use had declined. What he said was that the level
of overall drug use, and specifically, as an example, the level of
marijuana use had declined fairly consistertly over the last 5
years. Indeed, from 1978 to 1982, as an example, the rate of daily
use of marijuana among high school seniors declined from 11 per-
cent to 6 percent.

But what has happened is, in our 1985 survey there seems to be
a plateauing off of that decline, so our progress seems to be slowing
down, if not reversing.

Cocaine use itself has gradually grown across al) sectors of socie-
ty. It is a relatively new phenomenon, and it is 2 real problem—it
is a problem not only for adults, but for children, and not only for
the rich, but for the poor as well.

Senator Nicxies. What percentage of high school graduates
v-ould be using cocaine? Was it 17 percent?

Dr. McGINNIS. Seventeen Kﬁcent have tried it at some point. I

y

do not have the data on the use of cocaine. I will be happy to
submit that figure for the record.
[Information supplied follows:]
PERCENTAGE OF HIGH SCHOOL SENIORS REPORT:NG DRUG USE—1985
[Purcant)
Drug Fver used Used last yaar Dedy use?
Cocas........ et s i} 13 04

Heroin 1 1 0.0
Alcohol ... e 92 86 50
Hallucinogens ... 12 8 03

1 Used 20 or more ez In the MORth befor survey

Senator NickLes. If you would, I would appreciate it. That was
just cocaine. What percentage of, say, high school graduates would
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have ?used or experimented with cocaine, marijuana, or other

Dr. McGINNIS. Again, I will submit the information for the
record (see insert). As a rough approximation, about one-third of
high school seniors have tried one or another of those drugs at

once.

Senator NicxLes. What percentage would be using them?

Dr. McGINN. Using them daily—I cannot tell you that but I
will submit it for the record. The High School Senior Survey was
just releesed this week, and 1 unfortunately had not had a chance
to study that myself.

[Informstion sapplied follows:)
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Senator NickLes. Thank you very much.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Nickles.

Senator Metzenbaum.

Senator MerzenBauM. Dr. McGinnis, you addressed yourself to
the need to be concerned about nutrition, right?

Dr. McGINNs. Yes.

Senator MerzENnBAUuM. How would you rate the nutrition aspect
vis-a-vis physical condition and other asﬁa?

Dr. McGinnis. I am glad you raised that, because especially in a
hearing like this, I think it is “mportant to point out that 7itness is
not just one dimension or two dimensions, but that it relates to sev-
eral dimensions on how we conduct our lifestyles.

Fitness embraces a combination of factors of which some relate
to diet and exercise, others relate to alcohol, tobacco and illicit
ms, and still others relate to elements such as stress and mental

th. It is important for us to attend to each of those elements,
for us as a society to attend to each of those elements, if we are
going to be a fit society.

We do not have the data on which to make tradeoffs, in terms of
the relative contributions of nutrition or exercise. Clearly, our sci-
ence base is stronger in the area of nutrition. We have solid indica-
tion, as was indicated by Senator Kerry, I believe, in his statement,
that dietary factors are important components in 6 of the 10 lead-
ing causes of death.

Our indications for exercise patterns 4 little less directly
linked to the various health outcomes.

Senator MerzENBAUM. Would you then address yourself to the
question that bothers me, and that is how one who is concerned
abou® diet is able in today’s marketplace to be able to ascertain
what is in the products that are being sold. They have a tremen-
dous number of chemical names. If you want to find out the choles-
terol content, whether it is polyunsaturated, whether it is monoun-
saturated, whether it has a high fat content, or what its salt con-
tent is, you cannot find out.

Do you believe that if we had more information available on the
labels that we might substantially improve the nutrition of people
of this country?

Dr. McGinnis. We favor increased and better information on
food iabels, but there is a critical issue here. That is, what kind of
information is to be on the labels and how should it be presented?

One of the ai)roblems we face when we start to consider davelop-
ing nutritional labeling pclicies is, in fact, potentially confusing the
consumer even more.

So yes, we need better information provided more effectively on
labels. The key question is how we do that.

Senator MerzENBaUM. Well, the American Heart Association
and the American Cancer Soc.ety have participated in the delibera-
tions in the structuring of what they believe is important and reie-
vant, and certainly we who arc concerned about labeling would be
very receptive to the administration’s involvement in discussi
what changes, if any, should be made with respect to our pro;
legislation
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Would you see yourself or the Department helping us to work
out the kind of ing that they think should be placed on prod-
ucts that are p in the marketplace.

Dr. McGinnis. We would be happy to discuss this with you.

Senator MrrzENBAUM. Would you also be willing to support that
it ought to be done on a mandatory basis, to require manufacturers
to put their products out with labels that have the appropriate in-
formation on them?

Dr. McGINNs. It depends on the way the statute is worded.

Senator MxrzENBAUM. But you would be willing to support some
kind of legislation tc that effect?

Dr. M I car >t say that at this point.

Senator MxrzENBAUM. I understand.

I thank. you very much.

The C4AIRMAN. Thank you.

We want to thank both of you for being here, and unless there
are further questions, we will end the discussion at this particular
point.

But thank ﬂou for being h¢ e—I might just ask you one other

uestion, Dr. McGinnis, and th.." is, are the nutritional problems of

ose less fortunate that we have been chatting about—and that of
course, this committee is concernod about, among other commit-
tees, but I think the primary committee in the Congress concerned
about some of the problems that Senator Kennedy has men-
tioned—are the nutritional problems that the lees fortunate indi-
viduals of our society have due primarily to lacking calories or
lackinﬁ'%d,orare yduetothetypesoffoodstheyareeaﬁnf

Dr. “NN1S. The dominant nutritional problem for ple
throughovu our entire soci¢ ty, with the exception of very s: seg-
ments of the society actually have -estri access to food, but the
dominant problem for all society is an overabundance of calories
and the wrong kind of calories. As I mentioned——

The CHAIRMAN. So ther are plenty of calories, but there is a lot
of starch and a lot of alcuhol and other things that are complicat-

ing it.
mﬁr. McGinnis. I think it is important to point out and again, re-
emphasize something that Dr. Koop mentioned, and that is that 60
gzrcent of black women in this country be’ween the of 45 and
are overweight according to the last HANES [Health and Nutri-
tion Examination Survey] study. And if you look at the excess
deaths among the black and minority populations, you see that a
number of the problems they face are related to nutritional imbal-
ances, not to groes deficiencies in access to food, but to the wrong
kinds of food.

The CHAIRMAN. Well, thank you so much.

Go ahead, Senator Kennedgr.

Senator KeNNEpnY. Well, Dr. McGinnis, I am going to send you
over some of the studies that have been done about hunger in
America. If you believe what you just said, I think you reallg ought
to give fair opportunity to examine the work that has been done by
a number of different groups about the problems of hunger in
America and about the problems of hunger in children in America
and the number of children who are living in poverty, with single
parent, some who are working and some who are not, and the
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whole process of diet in that; and also, the explosion in terms of
the use of various soup kitchens and feeding centers, here in this
city, and in my own State, in Boston. I was talking to one of the
social services directors on Monday in Boston, and they cannot
open food c¢-mters fast enough, and they are completely over-
crowded. And these are not peoﬂe who are puiting coins in ma-
chines and popping out potato chips and candybars. These people
are desperate, and they are in n and there is a severe problem
in America—now.

And I will give you a chance to make whatever comment, but I
think it would be a real distortion to suggest at this hearing that it
is just people in lower incomes who are eating the wrong things,
and they have access to the right thines, because I do not believe
that to bc the case.

Dr. McGINNis. I think you are right. . think that would be a dis-
tortion of the facts. And I do not want to be mistaken as having
said that there are no people in this country who are hungry——

The CHAIRMAN. I would not want to be mistaken, either. We
know that is true.

Dr. McGINNis. That is right.

I think that one of the most important nutritional policy agenda
items is indeed developix:lglaa better indication of the nutritional
status of low-income populations and bein‘f able to pinpoint that
element of the low-income population—and there is an element—
which does not have adequate access to food.

But what I wanted to emphasize was that for most of the low-
income populations—and unfortunately, we have a large share of
our pop'dation which f~lls into that category—the problem is not
access t7 food; it is the foud choices they make. I am not denying
the fact that tnere dos exist a problem on hunger.

Senator KENNEDY. Well, we would like to work with ;you on both
of those areas.

Thank you very much.

The CHAIRMAN. Thank you so .nuch. We are grateful for both of
you coming, and we will let you go at this time.

The CHAIRMAN. I am pleased to introduce our second panel.
First, I would like to introduce Ms. Linda Evans. Ms. Evans is a
well-known television personality and author of the “Linda Evans
Exercise Book: Inner and Outer Beauty.” In addition, a recent
survey named Ms. Evans as the most-admired woman in America.

Second, I would also like to introduce a very good friend of mine
from Utah, Dr. Garth Fisher, director of the Human Performance
Research Center et Brigham Young University. Dr. Fisher has
coauthored a remarkable book entitled, “How To Lower Your Fat
Thermostat.” And I have to say that he has been kind envugh to
give me a number of copies, which I have shared with members of
the Senate and elsewhere, which has really hel me in my
health and fitness program as we_. I do not know of a better sports
fitness eavpert in the country than Dr. Fisher.

The third member of the panel is Dr. Michael Fulton, medical
advisor to the Nautilus Sports and Medical Industries.

I would really like to weicome each of you todaly, and I want to
thank you for taking time from your busy schedules, in particular
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you, Ms. Evans. You flew here last night, late, und as soon as you
are through testifying, you are going to fly back out, and I under-
stand you are going to have to participate in helping to make some
“Dynasty” segments even todey. So there i8 no rest for you, and we
are very grateful that you have taken the time to be with us, espe-
cially under thor= circumstances.

thiowewilltumtoyouandbehappytotakeyourtestimonyat

is time.

STATEMENT OF LINDA EVANS, ACTRESS AND AUTHOR OF
“LINDA EVANS EXERCISE BOOK: INNER AND OUTER BEAUTY”;
DR. GARTH FISHER, DIRECTOR, HUMAN PERFORMANCE RE-
SEARCH CENTER, BRIGHAM YOUNG UNIVERSITY, AND DR. MI-
CHAEL FULTON, ADVISOR, NAUTILUS SPO>TS/MEDICAL INDUS-
TRIES

Ms. Evans. Thank you for having me i.ere today.

The subject of fitness and nutrition is one in which I have a par-
ticular interest. It is also a subject of importance to all of us, and I
feel especially honored to give testitnony before this committee.

I am not a doctor or a psychologist, and I do not profess ic be
either. I am simply a woman who has spent the last /5 years
searching for ways to improve and better m yself.

Like rountless American men and women. I want to be the best
“me” | can be—and I believe that fitness plays a vital role in
achieving .at goal.

Over the years, I have learned a great deal about fitness. Much
of it is based on personal experience. I have learned what works
best for me and my frieads, and I have been taught by the experts,
people who aave devot' 1 their lives to fitness and beauty.

So first of sll, let me say that I applaud this cc iittee for its
ieltl’flc:rts to premote the importance of fitness and diet in preventing

ess, .

As a nation, we have become increasingly aware of the imnpor-
tance of exercise und healthy diet in promoting good health. But as
a recent government study reports, Americans are not as fit as
they think they sre; 80 to 90 percent of Americans still do not get
enough exercise.

And despite all the medical advice to the contrary, many Ameri-
cans still overeai. One recent estimate suggests that almost one-
third of Amsrican men and more than one-third of women are
obese, just as they were a decade ago.

I believe that all of us who want to improve ourselves can do so.
But it takes worh. Lookirg the very best we can helps us feel posi-
tive about ourselves, whiie staving in shape and keeping healthy
gives us the freedom to take our minds off ourselves and enables us
to concentrate on the imnortant things in life.

Longer lifes todry have created an older more sedentary
population wi :Jsreawr need to stay fit. Unfortunately, our socie-
ty io geared toward accepting that as people grow older, their lives
are not as valuable; corsequently, ‘heir lives are less meaningful. I
fully believe the opposiwe to be true. You do not have }o fall apart
because you are getting older. However, if you accept the idea that
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you will begin to fall apart in your thirties, ~r with middle age,
then you probably will.

As a woman in her forties, I have learned that 1 am capable of
changing what I do not like about my life. There are dozens of
ways to get into shape, to improve the way vre look an” how we

feel. But before we can change an, , each of us has to make a
eon‘lﬂugtment to ourselves. And most of all, we have to want the end
results.

1 do not Lelieve that this is just beauty talk. Qur doctors are find-
ing increasing evidence to support the value of exercise among the

Just 2 weeks ago at a posium on nutrition and , Dr.
William Evans of Tufts Univessity—no relation—repo the
result of a study which involved having older people go through a
12-week aerobic exercise training program. “Sc far, we hav.. discov-
ered two striking things,” Dr. cva=~-~ g{,s “Omne, sedentary older
people, ecpecially wornen, have n bly low functional capac-
ities, .um’i’ two, that capacity incre _stuntislly as & result of
exercise.

Dr. Evans and others have now established a statawide program
in Massachusetts called Fitnees after Fifty, or Keep Moving, to en-
courage paople to get involved in exercise.

I think we need more programs like this onc establishud by Dr.
Evaxals :nd his associates. We also need to pay stricter attentiin to
our die

Dr. Mary Bess Kohrs of the University of Illinois in Chicago esti-
mates that one-half of the mr chronic health problems of the el-
derly—heert disease, and diabetes—are affi by bad nutrition.
Her conc.usion: ““mproved nutrition among the >lderly may reduce
hospitalizations and other health care costs and im,rove their over-
all quality of life.”

Dr. Kohrs believes that the nutritional content and qualitIv of
food that an elderly rerson eats at hore are important, and 1 be-
lieve that if we tf"ive people sufficient information, they can do a lot,
to take care of themselves.

There 2re others much m~-e knowledgeable than I who will
bring important information bufore this committee; vet, so much of
fitness and nutrition in public health, the subject of today’s hear-
i.nY, depends on eaca of us as individuals.

would like to relate something from m{ own personal experi-
ence. When I was in my twenties, I developed allergies and an
asthmatic condition. I visited an allergist, who prescribed shots, at
first, twice a week. then 5 days a week, then 7 days a week. I was
soon taking cortisone but the condition became worse. This went on
for almost a year. I became depressed, frustrated, and discouraged..
. was totally unable to work. In desperation I began to read about
the subject. I eventuallﬂneonsulted a nutritionist—a remarka)le
woman named Gladys Lindbergh—who placed me on a carefully
rogulate] aiet. Within 6 weeks, all of the symptoms had disap-
peared, and I was well.

We are fortunate in that our Nation is able to provide the high-
est level of mudical care in this world

But there is a need for more public information about nutrition.
Our medical schools ar2 aware of this, and more and more of them
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now require courses in nutrition as part of a doctor’s basic educa-
tion.

There is also a need to give this information “» our children so
tllxgt they are better-equipped to live healthier .iv.s when they are
older.

There is an important link between the mind, the body and the
spirit, and there is much that each of us can do to help ourselves if
we have that information.

Life is a gift, an exciting and stimulating adventure. What we do
with it depends on how we choose to look at life. It is never too late
to chauge our views or to adjust our thinking and it is certainly
never too early.

I hope that this hearing today will lead to the spread of more in-
formation promoting fitness, exercise and good nu‘vition, and I

ish the committee well.

Thank you.
The CHARMAN. Thank you very much. That was very good testi-
t;li:ony. We will go to all three of you, then we will have some ques-
on~.
Dr. Fisher.
Dr. Fireer. Thank you, Mr Chairmen, committee members, dis-
ingui colleagues and guests.
I am pleased to be Lare today to testify at chis hearing regarding
nutrition, fitness and Tublic health. My remarks will be more spe-
cifically toward the role of fitness and nutrition as it affects obesi-

The rcle of exercise in decreasing the risk from certain diseases
is well known. Many studies have shown that moen whose occupa-
tions require them to be active are at a decreased risk from neart
disease. A study by Paffenbarger, involving more than 17,000 Har-
vard alumni, showed a 64-percent decrease in the likelihood of
having a first heart attack in those alumni who used at least 2,000
calories a week in exercise programs.

It is possible that the decrease in the inridence of heart disease
crossed nutiboy of poosle mh o1 cxerisme repuiay ) 10 the t

n r e who sre exercising .

The role of diet gogealth has also been documented. For years,
the American Heart Association has advocated a diet containing
lees fat and cholesterol, and recently have suggested th... fat levels
be decreased to 30 percent of total calories, or lees, for all Ameri-
cans, with decreases to 25 or even 20 percent for people with abnor-
mally high tlood fat levels.

The American Cancer Society has also recommended a decrease
in the total fat intake. Moderation in the use of fatty foods, the so-
ciety sail, not only reduces chances of getting certain cancers, but
is an effective way to reduce daily caloric consumption. In addition
they recommend more high-fiber foods, saying that:

Even if fiber itself may not prove to have a protective effect against ca~cer, high
ﬁbergonuininffnnu,ve‘eubes,undcendlmbemomme ed as a wholesome
substitute for fatty foods.

Interestingly, the No. 1 recommendation of the Cancer Society
was to avoid obesity. This suggestion was based in part on findings
of its own 12-year study of nearly 1 million Americans, which un-
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covered higher cancer risks among overweight men and women,
particularly those who were 40 percent or more overweight. Other
groups have noted the risks involved with obesity.

In the publication, “Health Implications of Obesity,” by the U.S.
Department of Healtk and Human Services, a panel of experts con-
cluded that obesity definitely has adverse effects on both health
and longevity.

They stated that:

Obesity is clearly associated with hypertension, hypercholesteroleria, adult onset
diabetes, an excees of certain cancers and cther medical problems.

This panel agreed that an increase in body weight of 20 percent
or more above desirable body weivht constitutes an established
health hazard and estimated that some 34 million adult Americans
have a body fat above this level. Obviously, obesity is a major
health issue in America, and to this pvint in time the problem is
getting worse instead of better.

Surveys indicate that at any given time, about 56 percent of the
population may be dieting, and estimates from clinics, studies, and
obesity specialists indicate that about 95 percent of those who try
to lose weight using the traditional approaches are unsuccessful
and either fail to lose significantly or regain the weight they have
lost within a short period of time. This failure of diets has created ..
an enormous weight control industry which costs the American g
public billions of dollars each year.

Why is there such a high failure rate? For years scientists, in-
cluding myself, have taught that obesity is simply a matter of over-
consumption. If you are fat, you eat too much, we said. Nothing
could be further from the truth. Careful research shows that thin
people actually eat .nore than fat people. One study recorded the
"atake of two ladies who weighed over 350 pounds at ler: than
1,000 calories a day.

In fact, it is clear that the body is affected directly by the very
act of dieting. A recent study of the weight gain and loss cycle ex-
perienced by so many Americans showed that the body takes less
time to ofgam weight and longer to lose excess weight after several
cK:les dieti.ng and regaining the weight. Some evidence s
that body weight is actually controlled by a fat thermostat in the
brain much like the thermostat in a home, which resists changes in
fat just like the thermostat in the house resis's changes in temper-
ature. This idea is substantiated by research showing that dieting
actually triggers a decrease in metabolic rate after a few weeks so
1l:hat the new, lower intake of food will no longer result in weight

068.

How caa weight loss be accomplished successfully? The most im-

portant component of a successful weight loss program is increased
hysical activity. It is clear that exercise not only increases the
y’s caloric expenditure and metabolic rate, but also changes the
fat thermostat in the brain to allow weight to be lost more easily.
Vild animals are never fat, but when caged, they put on extra
weight. Even elite runners, who are always thin, get fatter during
the ff-season.

The second factor involves decreasing the amount of fat and

sugar in the diet. Certain types of food cause fatness, even if excess
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calories are not ingested. Dr. Lorry Oscai and his associates at the
University of Illinois fed two ups of rats exactly the same
number of calories for a 60-week experimental period. One group
ate regular rat chow, a lowfat, high-fiber food, and the other ate a
diet similar to the typical American diet, that is, about 40 Be;cent
of the calories coming from fats and 25 percent from sugar. Despite
a similar caloric intake, carcass fat averaged 51 percent for the
rats eating tlllxe fat-rich diet, but only 30 percent for the rats eating
rat chow.

is study clearly demonstrates that severe obesity can develop
in the absence of overeating by simply eating too much fat.

Isn’t it interesting that the guidelines for long-term weight con-
trol are so much like those suggested by the Heart Association and
Cancer Society? The problem comes from the difficulty the public
has in adopting the guidelines because of their lack of information
concerning exercise and nutrition.

For instance, it is difficult for anyone without a background in
nutrition ¢o determine which foods are healthful and which are
aot. It is clear thatthpfe:lple need not only {0 be informed about the
guidelines for heal living, but to be given specific, easily un-

erstood information regarding the day-to-day choices they are re-
quired to make.

Surely, with a few changes in a};proach, major changes can be
made in the health of the -itizens of this great country.

Thank you very much.

The CHAIRMAN. Thank you, Dr. Fisher.

We will turn to you now, Dr. Fulton.

Dr. Furron. Thank you, Senator Hatch, for the opportunity to
present to you an area that might be a little bit different in regard
to what we have heaid alrendy this morning.

1 would like to talk to you about my experiences in the areas of
exercise as they relate to the health, in this case, of the musculos-
keletal system.

I think, to understand these concepts, we need te briefly review
the anatomy of this area. The functional element of the musculos-
keletal system is the joint. We see it here, represented by two
bones, in the blue the static restraint systems of ligament capsules,
and in the red the dynamic restraint systems of the muscle-tendon
unit. It is these areas where forces of our daily activity of sport or
of work occur, and if these forces are too grest, injury occurs.

This is an example of the forces of modern-day athletics. If you
look carefully at the arrow you can see that this athlete is goin,
North and South and, unfortunately, his knee is going East an
West. This resulted in an incredible injury called the triad of
O’Donoghue, which is conplete wipeout of the medial support
structures, the anterior cruciate ligament, and the medial menis-
cus.

I must emphasize the importance of understanding forces about
the musculoskeletal system. As far as force versus sport, there are
certain areas where we can influence these forces. Particularly
making the athlete more skillful, applyinF rules that will reduce
forces, and designing equipment that will dissipate forces. These
particular areas influence 1n the work area as well, and are called
collectively the ergonomic studies.
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But the one area that sadly has been neglected is actually
strengtliening the body itself to be able to dissipate these forces.
The anatom%_hi:hat needs to dissipate the forces is bone, ligament,
and muscle. These tissues are adaptive tissues; they will respond to
exercise principles, because they are made of collagen and myopro-
tein. This is an electron microscopy slide of the co n of the cap-
sule, the l’ﬁ:;nent and the bone itself, and collagen will respond to
overload. This is the an electron microscopy slide of r--7oproteins of
muscle, which will respond to overload.

But the key is this: An overload to this system, an overload that
is controlled and progressive. .

We at Nautilus have worked with these concepts of overload over
the last decade and a half, and they are too numerous to go
through at this point in time, but they have been the basis for my
care of athletic injuries, i ly rehabilitation around the
shoulder, the knee, and the low-back arees.

One of the most recent areas I have studied is the low back. Low
back pain is very prevalent in our society. Approximately 80 per-
cer.. of you will have, at one time or anotber, %ack pain that will
require a physician’s care.

llectively, this particular back problems will cost our cociety,
our health care industry, anywhere from $17 to $33 billion.

When working with research strength testing tools known as ten-
siometers, I found that hea!thy backs were incredibly strong, gener-
at.lnﬁ' as much as 500 pounds of torque. But similarly, loo at
the di spine, I found it was just as impressively weak. These
are the proto tools I used, and these are simply exercise tools
that have the benefit of measuring strength—in this case, of the
trunk extensor musculature, and in this case of the trunk flexor
musculature.

Thesc tools ave hooked to a computer which will then analyze
and give us thz stre curve. This is what a strength curve looks
like. There are two lines, the top being gross force, the bottom
bei..;itnet force. We have extrapola or taken out the body

we

'ﬁjﬂ is an example of a very strong back. The force reference on
the left is 400 pounds. Along the bottom, you see the range of
movement that the spine is moved through.

'I‘hisisanexamyleofaveryweak back. If you will notice the
force reference of 100 pounds, and the angles on the bottom again.
When we extrapolate body weight in this particular individual, you
can see his strength levels were barely able to control his trunk

weight.

wihth these kinds of discrepancies, I felt it was imperative that I
explore the benefits of bri the weakened spine to more physi-
ological sltrength levels, and seeing the impact on back pain, pure
and simple.

1 designed a strengthening program, emphatizing the anatomy
about tﬁg trunk—the rectus abdominus musculature in front,
transversus oblique musculature around the side, and the paraver-
tebral musculature from behind.

The machines I used for strengthening were providing controlled,

roFressive overload. This is a low-back machine for the paraverte-
Era. musculature. This is an abdecminal machine, for the rectus ab-
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dominus musculature, and this is a rotary torso machine for the
oblique transversus musculature.

Research individuals were exercised for 3 months with a frequen-
cy of three times per week and with brief quality exercise of only
20 minutes per each training session. I then developed a reporting
formsat where I looked at physical criteria and gave points for the
amount of strength the individuals had.

I also mpomts with regard to the patients’ perception of pain,
on the is of a functional activities questionnaire, and with
regard to the physician's perception of patients’ pain hased on med-
icine use and general clinical examination.

My main emphasis was trying to relate the physical criteria and
the patient’s perception of pain.

I have 80 patients thro the study at this point in time. The
first 20 were 11 females 9 males, with an age of 25 to 76
yea?ia:imedianmm&ymaswou!dbeﬂe ingFlor:ida

on. osic was predominantly degenerative discs
maee. Two patients had herniated lumbar disc documented by
CAT scan EMG. I found over 3 months of very good quality
exercise that I was able to improve the trunk of in-
dividuals 50 percent on the trunk extensor side 81 percent on
the trurk or side. This is a very meaningful change, and
brought thesee strength levels back to more physiological levels. By
doing so, I resolved the back pain in all 20 individuals, and more
immantly, maintained and im their vocational status.
is is an example of one of patients, a 56-year-old gentle-
man with a 5Jvearhistoryoflowbeckpain. He had been told noth-
ing could be done for the particular lem and was about ready
to quit his job. The diagnosis was degenerative disc disease. The
starting strength levels are demonstrated here. The bottom line is
what we are interested in. On the extremes of the bottom line, we
see 46 ds of force on the left and 88 pounds of force on the
ight. are the extremes of his stre curve. With 2 weeks
exercise, he had improved his strength levels—69 ds and
105 pounds are seen in the extremes. At 3 months, he doubled
his strengt) level, and he had no symptoms of back pain. We were
able, fortu.aately, to follow this patient nver an additional period of
time. This is a 6-month followup, and he continued to improve in
his strength levels, and at the 3-month followup, he has now tri-
pled his strength levels; he has brought his strength up to the
phm:logical level necessary for pain-free functioning
stren'gthisaeompanso' n showing the three times increase in his

In summary, I think it is very important we understand the im-

rtance of muscle in our exercise . It truly is a vehicle
g; which we stimulate the cardiopulmonary and all other support
systems. So often, rur programs emphasize just the cardiopuﬁnon-
ary system and indeed cause more problems than benefits, particu-
larly in relation to the musculoskeletal system.

Second, I think it is very critical that we look at the quality of
our exercise programs. Unfortunate&'in this country, where if a
little is good, a whole lot is better, this is not the case with exer-
cise. I have becn given the chaﬂenge early in my prcfessional
career, and I continue to accept the challenge of understanding

ric 5
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how little exercise the body needs for maintenance of health, not
how much exercise the body can tolerate.

Thank you.

[The prepared statement of Dr. Fulton follows:]
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ORTHOPAEDIC & REHABILITATION CLINIC

Fost Offies Ban 890 (904) 208-3448
Lake Melen FL 327440800 (90¢) 0. 204

Novambar 11, 1985

Tha Honorablie Orrir G. Hatch
Cnmmittes on Labor

and Human Rasourcas

Unitad States Sanate
Washington, DC 20510

Daar Sanator Natch:

i apologize for the delay of this written statement, but your corrss-
pondence of October 31, 1985 just raached my office.

| fa2) (hat the undarstanding of quality axercisz is a critical corner-
stona of pravantive haalth care maasuras. | have been Invoivad in the
resaarch and utilization of aggressive strengt iening concapts for the
last six yaars in my clinical practice of Orthopaedic Medicine which has
emphasized path tha prevention and rehabilitation of musculoskelatal In-
Jury.

Injury about the body generally involvas tha muscuioskaletal systam and
more specifically the joint. The Jjoint is the baslic unit of function of
tha musculoskalata) systam and Is represented by two bones w!th arti-
culating surfacas which are stabilizad by a static restralnt systam of
iigaments and capsulas and dynamic rastralnt systam of tha muscla tandon
units. it is an Intarplay of static restraints, the dynamic rastralints
and tha bona Itsalf that dissipatas the forces of activities whather they
ba sporting activitias or working activities. 1f these tissuss are not
strorg enough to dissipata thesa forcas than injury occ' rs. We must then
consider ways of efther raducing forces of activitias, whather they be
sporting or working activitias, or strangthaning of ths musculoskalatal
systam Itsaif to withstand thesa particular forcas. Fortunataly a graat
deal of attantion has baen givan to tha control of forcas, particularly
In tha work environmant, also in tha sporting anvironmant with changas and
aquipment dasign, rulas and training of Individuais tr utillzs body parts
mora safely. Unfortunately strangthaning of the musculoskalatal systam
has bean neglacted gnd particulariy at tha community laval.

The musculoska atal tissues we ara Intarasted in strengthaning are bone,
ilgament and muscle. AVl of thasa tissuss will raspond to strangthaning
concapts bacauss of thalr blological adaptebility. Thase tissues ara
predominanteiy made of the adaptable proteins of collagen, and the myo-
protelns, which make up muscle. Tha res.-.ch animal has shown that all

of thase tissues will respond to prope: axercise, that is to strangthaning.
Clinical obsarvation of the human mode! -orroborates these findings.

RIC 77

Aruitoxt provided by Eic:




T4

The keay to this adeptive change is en ovarloed of these adaptive tissues.
This overloed must be provided, and cen ba provided sefely, as lOong a3 it
Is controlled. It must be prograssive In neture so thet edeptation or
strangthening to setisfectory lavels cen ba obtalned. This ovarload hes
been glvan many nemes such es strass, rasistance, Or axarclises, but the kay
st11l le controlled progressive ovarload, no metter whet the nems. Thars
are beslc raquliraments thet we have developed at Neutllus Sports/Mudicael
Induetrias over the laest decede and & half thet call for controlled pro-
graesive overlioed. These requirements are a3 follows-

Rotery-form MHovemant

Direct Resistence

Salenced Rasistance

Variable Rasistance

Negatlive Work

Positive Work

Stretching

Pra-stretching

Resistence in the position of full contraction
Unrestricted spesd of movement

A brief axplenation of these raquiraments is in order. Humen baings ere
rotary animels es far es our joint function Is concarned. it is & com~
bination of rotery movement, through what Is known as llinkege, thet allows
Iinaar movement. But for en overloed to be controlled, it must be rotery
In netura. This overlosd must be directly applied sbout the joint of

rahab or strangthening interest, and the overioed must be balenced and
varlable, a1l leading to @ more physiologlcelly controllad ovariced. The
weight of the movament must provide for both nagetive end positive work.

tn medicel terms this eppllies to the ecceantric end concentric contrection
of muscla respactivaly. Simply put, 1t 1s very Important thet we both 1ift
the waight and slowly lower the weight. Lowering, In eny welghtad move-
ment, §s probebly the most productive as far es strength improvement Is
concarnad. Stratching, pre stretching, end resistance in the poeition of
full contraction all ere necessary for maintenance of meximum flexibllity
of the jolnt. And last but most important, whanaver any weighted principle
Is uead, the spead of movement is criticel. The walght should slways be
controlled, and this gensrally means movad slowly.

The Neutllus machine Is simply & menifestation of these requiraments for
proparly controllad progressive ovarload to the musculoskelatel eystem.
The requirements are not axclusive to the Neutilus mechine end cen be ep-
pliad with meny forms of progressive controlled ovarlosd, but it Is thase
reaquiremants thet ere the important issus.

Over the last six yaars | have utilized controlled prograssive overload
with the ebove requirements in the rehabilitation end prevention of
musculoskeleteal Injury, particularly about the joints of the shoulder, the
knees and the iower back.
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| have baen involved In @ rehabilltetion program for the low-back aras.
This 1s e monumentel problem for the physiclen dealing with the musculo-
skelatal systeam. It Is astimetad thet 803 of our populetion at one time
or another will seak medicel attention for back problams. A vary smell
parcantage of those petients wlll gever require surgery. Surglcel end
consarvetive measures unfortunataly have not been predictable in improvae-
ment of the symptom of beck pein.

With t.a davelopment of prototypa tools for atrangth tasting, known es
Tansiomaters, we heve been able to ohsarve tha Incredible strangth of the
trunk musculature, and perticulerly the trunk extensor musculeture of the
paravertabreis end the hip extensors in tha heelthy back. Tha discrepency
batwaen strangth lavels nf the haalthy beck and the diseesed back ware sO
great 1t was alacted to embark on & mesningful strangthening progrem for
the trunk musculature end try to ralate trunk streangth to the symptom of
fow-back pain-e vary simple but meeningful reletionship. A trunk 3irength-
ening progream wes developed with emphesis on the extrinsic suppor: muscu-
lature of the ractus ebdominus muscle, (trunk flexors), the lumbar parae-
vertebrel aend buttocks muscles (trunk axtansors) end the oblique aud trens~
varsus muscles (trunk rotators).

The eppropriete axercise aparetus wes utiiizad providing the requirements

wa heve praviously outiined. The trunk strengthening progrem occurrad

ovar & threae month pariod. Training sessions ware epproximataely three times
e weeak, 20 minutes per sesslon. Simuitenacusly e genarsl conditloning
program Involving the uppar torso end iowaer limb musculature wes provided.
These patients ware eveluated initially, at two waeks, and then efter three
months with trunk strength asurements teken of the trunk fiexors ;nd the
trunk extensors. At thet obsarvetion time the petiants were requesc.d to
fiil out & brief questionoire with regard i0 functlonael ebiiities and thelr
parceptionr of their back pain. A reporting formet wes then designad by
modifications of the low-back rating scale devalopad by Dr. Thomes Lehmen
from the Univarsity of |ows presented In 1982 at the Internetionai Beck
Symposivm. This formet ailowed for objactive deta coiiectlon and com-
parisons of physicel criterie, patiant's parcaption of pain, end physiclen's
percaption of pain.

Eighty patients tc date have compiated the above strangthening program.

Of the first 20 petients who had the diagnosls of predominently dagenerative
disc dis end two documented casas of harnlaeted inturvartebrii lumbaer
disc dis e, were ehie to succasstuliy strengthen the trunk extensor
musculeture 503 and the trunk flexor muscuiature 3iS8. A)} of these patients
hed marked improvament in their symptoms es far as parception of pain.

More importently eil patients w a'ther maintained or improvaed in thaeir
vocetlonel stetus. Stetisticai anelysis of this project will be parformed
when 100 patients have completad the protocol. | submit to you Tensiomatar
readouts of one of these petients.
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| faal this reprasants o vary simpla exemple of tha meaningful influance
of quality axarcise as It ca be utilized to Influence e vary sarious
healith care problem. Although my axpariances to deta hava baen primerily
In the araes of musculoskelaetal injury, thare Is obviously 4 much broader
horizon for the utllizaetion of & quality exarcise concapt in haaith care.
An important eree of obsarvetion and hopafully future research | am now
ambarking on is the aree of geriatric axarcise. 1| am currently in the
process of obsarving 200 gerletric age group patiants In e quatity but
briaf controllad axercise program for e two year pariod of tims. At the
conclusion we will compars the heaith care costs of the 200 exerclsed
patiants to 200 comparable non-axarcised patients. We will be monitoring
the physicel paremetars of muscle strangth, bone density, and cardio-
pulmonary function during the course of this exarcise obsarvetion. Under-
steanding the influance of propar axarcise on the gariatric dohysiology will
be critical over tha next two dacedes as the largest age group of our pop-
ulation movas from middle t~ gerlatric age. Ve must understend the value
of exercise in maintenance of health in these eiderly Indiviivals.

In conclusion the valua of proper axercise cannot be under-.eted. WUn-
fortunately this velue is cften diluted because of fad and fregquently out-
right fraud. Quelity aexerclise should ba undarstood, should be aveluated
and should de utilized in our health care industry.

1 thank the Committee on Labor and Human Resources for the opportunity to
express my viawpoints.

~
4
7/ -
{n{ﬂ. Fulton, M.0.
Neutilus Sports/Madical Ind.
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80

ERIC

Aruitoxt provided by Eic:




Q

ERIC

Aruitoxt provided by Eic:

Ll




ERI

Aruitoxt provided by Eic:




ERIC

Aruitoxt provided by Eic:

- “g!"

A




e

B
;
T
]
s
Do _*
o3

2
=0

e T
o

T

>

3
-
-

ERIC

Aruitoxt provided by Eic:



ERI

Aruitoxt provided by Eic:




82

The CrairMAN. Well, thank you

We appreciate the testimony of all three of you.

Ms. Eg , I would like to ask you, you mentioned that too many
Americans are overweight, and they do not exercise enough, and
that has basically been the testimony of others here today, and I
think will be throughout the day. Most say that they are too busy,
they are too tired. But I just note that you have a very demandi
work schedule. You flew here late last night, you are flying bac
now. You are going to be filming of “Dynasty” when you get
backdto California. And yet you find time to exercis:, as I under-
stand it.

So I wonder if you would tell us how you manage to find all this
time and energy. It might help a lot of us tired, wornout old Szna-
tors

Ms. Evans. Well, I see it as an investment in myself. It is some-
thing that I cannot not do—and not just for the beauty aspect of it.
Being in show business will end one day, and I am going to be a
m&n liviug her years out, and J see 1t as an investment in my

When I exercise, even though I am tired, I get more energy the
next day; I sleep better, and I can eat more—I love all of those.
And the benefits work too well for me.

have a great-aunt who is 90 years old, . nd she says: “Linda, be
good to your body, because when you get to be my uge, everyth.i.ng
you do not do right is going to come back and Iget: you.” And
r?ally a."t;_n looking to the future, and that is why I am taking care
of myself now.

The CHARMAN. Well, that is tremendous. It is well recognized
that exercise can improve physical appearance, but the real benefit
:(t)‘deaxe;?rcise iy the health benefit. Can you comment on that for us

y

Ms. Evans. Yes; as I said, because I work long hours, and be-
cause I get very tired, I have & lot of stress with my work, with the
emotions that we have to go thro on the show, and exercise
helps me release the tension of the ay; it helps me get out all of
that. So that when I am thcough working out—and I work out with
weights—it only takes me 20 minutes to a half an hour. I work out
three times a week. The benefit of that througgout the working
week, and emotionally for me, is 80 wonderful that I just find that
it is something I cannot not do for myself.

The . Well, you.

Dr. Fisher, I have to say that you are one of the biggest inspira-
tions to me, because I was not keeping in as good shape as I should,
and then I got hold of your book, and you spent iome time chatting
with me about it, and of course, I watched you on the golf course
and jogging everywhere, and it seems to me you do not do much
teaching, you . »e always exercising.

Dr. Fisuzr. Kight.

The CHARMAN. But it really has meant a lot to me. I have lost
about 30 pounds—I am too light now, they tell me. But my choles-
-arol dropped from 243 down to 153 last week, in a matter of just a
few years, and I have to tell you that you and scme of the thi
:'thha::o Nathan Pritikin talked to me about have been very, very help-

me.
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I think your book, “How to Lower Your Fat Thermostat,” is one
of the truly great books on nutrition and fitness that I have ever
read, plus the new cookbook that you have out, which I have been
able to give to & few of my colleagues, and promised one just last
evening I would give to him.

You provide strong support for those of us who feel deeply about
it in this particular area. Do we now know enough to recommend
dietary changes for the general public, or do we need more re-
search, first?

Dr. Fisugr. We sure do know enough to recommend changes. I do
not think we have to prove something beyond a shadow of a doubt
before we recommend changes, and I think the testimony I gave is
more important in terms of obesity than anything else. And it is
interesting to me that we tie this whole thing together, that we re-
alize that what is good for heart disease and ~ancer is also good for
ohesity. I think that is a great message that we should take to the
American people.

The CHAIRMAN. In your opinion, how effective are dietary
changes in reducing blood serum cholesterol?

Dr. Fisuzr. I think that the key to obesity control is exercise, but
1 think that exercise cannot work vrithout dietary change. We havs
done research both ways, where we have looked at diet::;{ change
and exercise change, and many people do not respond unless they
-save both of those changes.

The CHAIRMAN. I do not think most people realize you are 90
years old. [Laughter.).

Thre Chairman. Do you agree with the current recommendations
that cholesterol-lowe: diets are only apprepriate for a subgroup
of the population—maybe those individuals who are at risk for
heart and cardiovascular diseases?

Do you agree with that?

Dr. Fisuzr. Well, I think we have to be careful not to lump cho-
lesterol and fat in the same hreath. Sometimes, we talk about cho-
lesterol as if it were fat and fat as if it were cholesterol, and I
think there is a difference. I think we have to control the intake of
cholestero} specifically, and also the number of calories from fat.
And I personally think that the I . ‘er problem is the amount of
fat in the diet at this time The ! -« that we eat every day that
sometimes seems 80 good has been adulterated by fat. And I think
somehow, we have to get to the food manufacturers the idea that
they need to make food more healthful, that they need to lower the
amount of fat, because even if we label properly, many people will
not understand how to read those labels, even if they are labeled
veg clearly for most of us.

[ think that we should encourage food manufacturers and
maybe even penalize them if they do not follow the guidelines that
would lead to greater health.

The CHAIRMAN. Thank you.

Dr. Fulton, you have provided great support for the benefit of
using Nautilus health exercise equipment. However, many of our
citizens just simply do not have access to do this. In fe.ct we in the
U.S. States Senate did not have access to Nautilus equipment until
just a month or 80 ago. You should see some of the awful stuff that
we have had to use in our little, tiny gym—which is always listed
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ay one of the great, big, magnificent perks for Members of the U.S.
Senate. I do not think you would even want to use it, but you
would now, now that we have the Nautilus equipment, I suppose.

But as I say, many citizens do not have access to Nautilus equi
ment and may not be able to. What do you recommend for people
who <> not, and what can they do in their homes or in their local
communities?

Dr. Furton. Well, I think the critical issue is the concept of over-
load. You do not need a Nautilus machine necessarily to provide
the body an overload. There are many other formats, there are
many other weighted machines—there are barbells, for instance—
and certain activities certainly provide a certain level of overload.

But it must be progressive in nature if we are going to get the
:l'l;?nges, particularly of the musculoskeletal system, that are desir-

e.

One area that I think is very, very important to look at is the
area of geriatric medicine, or geriatric exercise, because this is a
group that obviously does not stress their m, and a great deal
of their health care problems are related just simply to disuse of
these ms.

Overload is relative to the group that you are going to be work-
ing with. For some people, overload is just getting out of a chair.
But you must understand, it need to be progressive in nature, and
what tools are available can be used, as long as a good, solid con-
cept is available.

e CHAIRMAN. How much does a 20-minute workout on Nauti-
lus equipment, for instance, improve the cardiovascular gystem?
Some people wonder how that is 8o, and how does that compare, for
instance, with 20 .ninutes of jogging or swimming?

Dr. FuLton. Well, it is an area—again, I am an orthopedic sur-
geon by training; I am not an exercise physiologist, and I am not
an internist. We do know with observations throughout our facili-
ties that we can get significant change ia the cardiopulmonary
system with circuit training. We are working, for instance, with a
group of elderly ladies who have osteoporosis now, and one of the
most remarkable changes they made with good-quality circuit
{::gilmg was their cardiopulmonary fitness change, almost immed-

y.

Cardiopulmonary fitness. It is possible with circuit training.
There is no question about that.

As far as the benefits or comparisons to jogging, jogging has cer-
tainly brought a fitness awareness to our country that is commend-
able. However, it only gives you a steady-state level as far as over-
load is concerned, and you can only expect 80 much imprcvement,
particularly as far as the musculoskeletal system is concerned. 1t is
also a fairly high force activity if you consider it accumulativel{.
So it is very important that people who are jogging simultaneously
sufplement themselves with a %u:lity exercise program in-
volving overload such as weighted machines.

The CHAIRMAN. you.

Senator Simon, we will turn to you.

Senator SnioN. Thank you, Mr. Chairman, and I thank all three
of you for your testimony.




85

Ir. Fulton, first, if I may digress a little from the subject here—
and I would be happy to have comments from either of the other
two—I notice ~ou had a slide on damage in sports, where you had
the¢ football player going one way and his leg going the other. We
have a sport in thii country ed boxing, where 70 percent of
those professional boxers end up with brain damage.

Is this something we should continue to toierate in the United
States, or is this something that we really ought to be moving away
from? And I recognize this is not the purpose of this hearirg, but
since you got into this, I am just curious for any reaction you

ht have.
mxgr- Furron. I think it is important that we have an awareness of
the forces of athletic participation. In high force sport there is
always a risk of injury, there is no question about it. At face value,
the game of football, which is our all-American game, is an insane
gameaafarasforoesthatthebodyisexmedto.

As far as boxing is concerned, it is difficult for me to tell you
that we cannot perform sa.fe‘l{v while boxing. But like any other
:ﬁort, I think the body should e as best-prepared as possible for

ose forces of the activity. Now, whether boxing requires a change
in rules, a change in equipment, to control the forces of the sport,
maybe these areas need to be looked at more carefully.

But it is ver{edifﬁcult for me to tell you that a contact sport like
boxing should be totally abandoned.

Senator SIMON. A very diplomatic answer, and I thank you for it.

May I ask the three of you—and Ms. Fvans, I have to tell you,
from talking to my staff, I think I am the o person in the
United States who does not watch Dynesty, but I have appreciated

oar tostimony here today—is there any time in the day that is
r for you to do exercise thun another time?

For example, Ms. Evans, you mentioned that you do it to relieve
tersion which, among other things, may sugges: the end of the day
it a good time.

nia. Evans. Well, sometimes, I have to do it at the end of the
day, but I would prefer to work out in the morning, if I have a
preference. I secm to have more energy in the morning than in the
evenirg.

Senator SiMON. Do either of the other panelists have a comment?

Dr. Fisuer. Research has shown slight differences in the times,
but I think ic is 80 smal. that it is not an important factor at all. I
think what has to happen is you have to find a time that fits your
daily schedule. And people are more successful who do it at the
same time every day that they exercise—say, they exercise
Mond:1y, Wednesday and Friday at noon, or whatever other time
p:xey caa fit it into their schedule, and actualiy schedule that activ-
ity.

Senator SiMON. So theoreticaily—and you say there is a slight
difference—but in theory, what is the best time to exercise?

Dr. FisHzr. I really cannot remember the research. but it is so
small a change.

Dr. FuLToN. Again, I have to agree. I think it is the preference of
the individual. I think the important thing is the regular aiuu'ticipa-
tion in exercise, however it is convenient for the individual.

Q
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Senator SiMoN. Well, I thank all three of you for your leadership
in this area.

Thank you, Mr. Chairman.

(Information supplied for the record follows:]
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PRELIMINARY REPORT
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INTROCUCTION

During the development end chmul testing of prototype tensiometer machines
for tne trunk br that the healthy back hed
ncredibly high torque upmlnm Forces es high es 500 pounds were
observed for the trunk Just o3 imp! was the low torque
values for the dissased back—as low 88 neg ten pounds B of this
grest discrepancy, it v:as decided to observe the rcmuonshlp of trunk strength
v back pain during e tui prog! for trunk g ]
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PROTOCOL DEVELOPMENT

N fus irur.  erreng g format was designed emphas.zing the low
back, abdommns! .nd rotary torso mochines Generel body strengthsning was
also performed

A reporting format (reting scate) wes modified from the lowe Lew Back Rating
Scale (University of fows. 1982) This rating scele recorded. 1) PHYSCIAL

CRITERIA—points given for units of ge force (P / ge of 8-9
testing positions thru renge of motion) and pOINts given for drgrees of spine
flexibility (both d by p V _ PATIENT'S PERCEPTION

OF PA'™ poirts based on questionnaire 3) PHY. CIAN S PERCEPTION OF
PAIN —points based on questionners

The strangth program was three months in length The feporting format was

completed on the imitial work-up, two wesk follow-up, and twelve week
follow-up
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% ORTHOPAEDIC & REHABILITATION CLINIC

Neuti¥us TRAINING RECORD Nome
LOW-BACK TREATM'NT ALTERNATIVE

DATE

P ABDUCT )N

HP

ABDOMINAL
10880

ead.a L.

ROTARY
CALF
ARM
LA]
MWL

ADDUCTION
RAISE
ROWING
CROSS
RAISE
TLICEPS
THTRICEPS

| LATERAL R
PULLOVER

MWL

THERAPY PROGRAM

PROGRESS NOTES.

age
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ORTHOPAEDIC & REHABILITATION CLINIC

LOW BACK RATINSG SCALE

PATIENT
_Date _Date_ _Date
TOTAL POINTS.
‘ A. Physical Criteris (30}
[ B Patient Perception (40}
C Physician’s Perception (30)
TOTAL (100)
A PHYSICAL CRITERIA {30 points)
1 “aniometer - Total smount of flexion snd extension in d'ofm
— Points (one point for every ten d - 12 points d
2 Tensiometer - Total smount of M:don end extension in Ib.
—_— Points (18 points meximum)

8. PATIENT PERCEPTION (Part ¥ Patient Periodic Record) (40 points)

1 Average pein . (15 points maximum)
No disability, able 20 WOrK full-im® . .....cccv it teitrieirirrieiertirerrrtiacrseiicees 10
Able to work full-time but st lower Jeved .. ... tor ciiiiiiiees ciriiirriiiiiienes 8
Abva 0 work only part-time but st ususilevel ....... ...l e eeieienee [ ]
Able 10 work only part-time butatlowerlevel .... ... ......c.0le et eereeerenes 4
Notabletowoik 8t ........oooivvnnn oo o0 verenenes e teee e ceeees [}
— 3. Activities you can perform - one point for sach YES enswer
{15 points maximum)
C.  PHYSICIAN'S PERCEPTION (Part il Physician’s Penodic Record)

{30 points meximum)
— 1 How much pain would you expect for this patient at this time? (10 points maximum)
—_— 2. At the present time, what is the degree of impsirment?

{10 points maximum})

N | 1 10
———Mild, but should NOt affECt MOSL BCLIVItI®B ... ... .. c.ooet v tiiiiiiiiiiiiinanes 8
— —Moderate, can't perform some strenuous activities... ..... e ereererceieeirenes [ ]
——Only light activities, can't perform sny strenuous sctivities . . 3
——-Severely limited; can't psrform most light activities or some ocnmiudd-dv anq ..... 1]

——— 3 Current drugs and daily doses (quantity) (10 points maximum)
Angige.Jics {occasional use = less than 5 times per week)
Major narootic, reguisT Uee .......... <. cieciiiier oo
Major narcotic, occasionsl r=e . .
| Minor narcotic, regular use ............. e e
Minor narcotic, occasionst use . . ceee o
Non-narcutic, reguler use ...
Non-narcotic. cocasionsi use . . .

}
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ORTHOPAEDIC & REHABILITATION CLINIC

NAME

LOW BACK PAIN QUESTIONNAIRE

1 How much pain would you axpect on an avarage dey?

No pain Very severs
or continuoud pain
discomfort or discomfort

2 How disabled are you? Choose the ONE statement below that best describes your currant situstion and
make 8 check mark to the left of that statement (If you have not been empioyed, then “'work’ rafers to your
usual responsibdities such as running the h hold or service p

{A) No cisabulity st sl - abie to work full-time

(B) Abie to work fuli-time, but at 8 lower level

——— (C) Able to work only part-time, but at yauai level

—— (D) Able to work only part-time AND at & lower level

(E) Not able to work st ait

3. Pleese indicats below which activities you can {or could if you wanted to) now parform (st {aast some of the
time) and which activities You cannot perform becsusa of your pain problem if you can perform the sctivity,
circle the “YES", If you cannot perform s, then circle the "NO” Give en anawer for each actvity

1 2

Walk amile... ..... e e . NO
V .k up and down stairs . NO
Steopoveresink ..., . e N
<~orry a beg of groceries .. .. e e v J
Mskesbed.. . . . ...... NO
Ride inacar ......... . . ... e e NO
Sit for long periods & in @ movie, church) . . . N NO
Visit friends or retstives for snevening ., ...... - P YES NO
Recrestional activities (bowhng, dencing, hiking) .. . . ., . . . YES NO
Stand for an hour or mora (itke waiting in hine) P i YES NO
Rake leaves or mow lawn ..., . e se eee . . YES NO
Pick up smeot children. .. . . .. ., .. . .. YES NO
Sweep floor with _ straw broom , . . . . ... YES NO
Dresa without assistance . . . v e e . v .. . YES NO
Cookamedt .. . ....... R . . YES NO
ABPO1/84



SUBJECTS AND RESULTS

Twenty pstients complated the three month Strangthening program alc.en
females and nine maies. ages 25 to 76 yesrs Tha asvarage age was 395
years Diagnoses inciuded degenerative disk disesse. hernisted lumbar disk
dagenerstive arthritis. lumbar stanosis, and chronic lumbar Sprains

Preliminary trends over three monthe.
80% increase in trunk gth (% chenge in
ctrength).
31% increase in trunk flexor gth (% in >
All patierts ¢ ty imp d in pain !
Al pati oither mai d or adv d in work gtatue.

Exampie

P P. 40 yesr old white mala laborer with two year history of chronic low
back pain with Prior pi ) with no imp:
ment Diag Deg: disk d with chronic low back pain
Chnicel course. ph r of symp at three hs with
nsintanance of haavy laboring work status 81% incresse of sverage trunk
(texcr strangth and 145% incrasse of average trunk extensor strangth

O
E lC 58-145 0 - 86 - 4
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ORTHOPAEDIC & REHABILITATION CLINIC

LOW BACK RATING SCALE

PATIENT __P.P.

_OsteInital Date2 weeks _Dote 12 weeks

TOTAL POINTS
A Physical Crite 30] 14.6 17.3 21.2
B P.::‘m Pc.;.;;x'..m(. (4)0) 190 3.7 [0
0  X_O [

C Physician s Perception (30)

TOTAL(100) _52.6 S2.0 ~ @h.2

A PHYSICAL CRITERIA {30 points)
1 Goniometar - Totsl amount of flaxion and extansion in degrees

—_— Points {one point for eve.y ten degrees - 12 points maxinium)
2 Tensiometer - Totsl smount of flsxion and sxtension in Ib
—_— Points (18 ponts meximum)

8  TATIENT PERCEPTION (Part Il Pstient Periodic Record) (40 points)
—— 1 Averag? pain {15 points meximum)
—_— 2 How dizabled (10 points maximum)
No disability. sble to work full-time
Abls t~ work futi-time but ot lowar lavel
Abia to work only part-time but at usus! isve!
Able to work only part-time but at jower level
Not sble to work st all .

-

oCr®O

— 3 Activities you can perform - ons point for each YES answer
(15 points meximum)

C  PHYSICIAN < PERCEPTION (Part lll Physicisn's Periodic Record)
(30 points maximum)
—_— 1 How much pain would you sxpect for this pstiant st this ime? {10 points maximum)
—_— 2 At the prasent ime, what is the degras of impairment?
{10 points meximum)
———None
———Mild. but should not anm most sctivities
———Moderate. can t perform some strenuous activitias
—— —Only ight sctivities, can't perform sny stranuous activities f .
——Severely imited, can't perform most light sctivitias or soma sctivities d deily Invmg

-

oONO®BO

Current drugs and daily doses (quantity) (10 points maximum)

Analgesics (occasions! use = less then 5 times per week)

Ma) 1 nercotic. regular use o

Major narcotic, occesionsl use 2

Minor narcotic. regular use . 4

Minor narcotic. occasional use . 6
8
o

w

Non-narcotic. reéguler use
Non-narcotic  occesions! use 1

38
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Nautalus NNet Lhtrennagth Test

Name: FE 1S4:bs
Mactiine. Lower lLaci
Dote: a4, 1. /07
Tame: v 3 0. 38

Force in Pounds
400

T T T T T g
N A R A B
A

300 [ ! ; i l ,
i : ! : [ K
i : ! ! ]

! b i
200 | [ |
100 — l S {
o |
! | : !
e 1 H 1 !

8 10 20 39 40 S50 60 70 80 90
fingle in Degrees

sitale tdegrees : o b 1= . 4 49 tew oc
Force: LIn 4. 1S, PSS 184 187 1’u 156
~bw <7 o 1a 10 q . -

Net | orce 107 11 137 160 1.4 187 172 165
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Nauiius computerized tensiometer squipment

DISCUSSION
Alth h a smali subj ber, trende show large changes can be
made in trunk strength of the discased low back in three months of
] ise. This § of trunk gth correlates

itively with imp of symptome of low back p#in.
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The CHAIRMAN. Thank you, Senator.
I want to thank this panel for being here. Ms. Evans, we know
ﬂou sacrificed a lot to be here, and it means a lot to us. You have
elped us a lot on this hearing today. It is an impcrtant hearing. If
we can get enough people out there to understand what these
people are talking about and what you especially have talked
about, it can make a real difference in this country, and in millions
and millions of people’s lives. We can save lives here, and we can
enl.ance lives, and there are many other things and benefits that
| we hope will come from this particular hearing. So we are very
| grateful for you being here. We know you have to fly back, so we
will not keep you.

Dr. Fisher, we just want you to know that you have meant a lot
to me, personally, and I think a lot to a number of Senators—I
would say a pretty good percentage of Senators have a copy of ycur
book, that I have given to them as they have wondered what they
can do to stay healthy and strong as they live through this very,
very difficult life in the U.S. Senate.

And thank goodness we have Nautilus equipment in the Senate
now, I just want to tell you, and I think your presentation will help
all of us to want to use it a little bit more, Dr. Fulton.

But [ thank all three of you. We really appreciate you being
here. Thank you for being with us.

Our third panel will be discussing the role that nutrition plays in
the prevention and treatment of cancer.

First, let me introduce a highly respected scientist, Dr. Peter
Greenwald, Director of the Division of Cancer Prevention and Con-
trol at the National Cancer Institute.

Second, I would like to introduce Mr. John Fink, with Cancer
Victors and Friends in Santa Barbara, CA.

Third, let me introduce Dr. Oliver Alabaster, director of cancer
research at George Washington University Medical School.

I wou'd like to welcome you all here today. We will turn to you
first, Dr. Greenwald, and we are %omfl to limit you to 5 minutes.

I did not state at the outset, but I will state now, that ail written
statements will be placed in the record as thougl. fully delivered.

We do appreciate summaries, and so I am going to cut you off at
5 minutes, because we are running out of time.

Go ahead, Dr. Greenwald.

STATEMENT OF DR. PETER GREENWALD, DIRECTOR, DIVISION
OF CANCER PREVENTION AND CONTROL, NATIONAL CANCER
INSTITUTE; JOHN FINK, CANCER VICTORS AND FRIENDS,
SANTA BARBARA, CA; AND OLIVER ALABASTER, ASSOCIATE
PROFESSOR OF MEDICINE, GEORGE WASHINGTON UNIVERSITY
MEDICAL SCHOOL, WASHINGTON, DC

Dr. GREENWALD. My topic is diet and the prevention of cancer. I
think we should make a clear distinction between diet related to
prevention and that related to therapy. The National Cancer Insti-
tute is interested in diet in rela:ion to therapy, but I am going to
confine my remarks to prevention.

There is now a general scientific consensus that perhaps 80 per-
cent of all cancer 1s related to the way we lead our lives—whether

104
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we smoke, what we eat, certain industrial pollutants. Of that, we
think that roughly—roughly—35 percent is related in some way to
diet, and in particular, the general recommendations we have are
to eat a variety of lowfat foods, keep trim, and increase the fiber-
containing food);

People are not always aware of what the statistics show. One of
the cancers related to diet is cancer of the colon. For exarrple, the
country of Finland, not too unlike ours in diet, except they eat
much more fiber; in Finland, cancer of the colon is less than one-
third as common as colon cancer in the United States.

If you live in Connecticut, your chances of colon cancer are more
than 70 percent higher than if you live in Utah.

In our black population, we have had more than a doubling of
the death rate from colon cancer over the past 30 years, and now it
is about equal to the white population.

The Hispanic population in Los Angeles has only two-thirds the
rate of color cancer s the other white population in Los Angeles.

In fact, one thing we are a bit concerned about is as that Hispan-
ic group strives for better education, better income, and better jobs,
they bgmy give up some of the good parts of their diet which is high
in fiber.

We know that populations living in Florida, where over 40 per-
cent moved from the Northeast, have a somewhat lower rate of
color(;d cancer than other people in the Northeast from where they
moved.

We think these are all related to diet. We also have evidence
that changing your diet within your lifetime, even later in life,
1r 'y have a benefit.

Last year, based on this type of information, the National Cancer
Institute began a Cancer Prevention Awareness Program. We
should note that what we are recommending is entirely consistent
with the recommendations for heart disease and is not associated
with any known risks.

While we need continued research, we have an extensive body of
knowledge now thai eating more fiber is important, that fat is a
risk factor, that obesity and alcoholism increase the risk of cancer.

In addition to our guidelines—and I will repeat them again: Eat
more fiber-containing foods. By that, we mesn any fresh or frozen
fruits or vegetables, whole grain cereals and cereal products, the
legumes, the peas and beans. Cut down on fat. You can do that
:‘rgm whatever source. Eat fresh fruits and vegetables, and keep

rim

In addition to the evidence in the guidelines, we have embarked
upon a major new initiative in diet and cancer research. Research
is crucially important, both at the basic level, but also at the level
of what we can do for people

In the past 2 years, for the first time in history, we have begun
human cancer prevention trials. At this time, there are about two
dozen such trials in progress Some of these are in an area called
chemoprevention. That is, we are adding specific-defined nutrients,
such as certain vitamins or synthetic analogues of vitamins, and
certain minerals, in randomized clinical trials, to see if we can
lower the frequency of cancer.
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The CHARMAN. Doctor, your time is up. We appreciate it, and
your statement is excellent and we will put it in the --ecord.

Dr. Greenwald Thank you.

[The prepared statement of Dr. Greenwald and responses to ques-
tions submitted by Senator Grassley follow:]
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Statement by

PETER GREENWALD, M.D., Dr.P.H.
Director
Division of Cancer Preventton and Control
National Cancer Institute
NATIONAL INSTITUTES OF HEALTH
PUBL IC HEALTH SERVICE

Us S. DEPARTMENT OF HEALTH ANO HUMAN SERQYICES
before the

SENATE COMMITTEE ON LABOR AND HUMAN RESOURCES

November 13, 1985
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Mr. Chairman and Members of the Committee:

It is a pleasure to te here today. | would like to discuss diet
and its association with the cause and prevention of cancer. The National
Cancer Institute (NCI) also is concerned about diet as i1t relates to
good nutrition for cancer patients, but this is a totally different
topic and one that | will not cover today. There now is general scientific
consensus that about 80 percent of cancer cases appear to be linked to
the way people live their lives. For exampie, whether or not we smoke,
the foods we eat, and certain industriai poliutants all affect our
likelihood of getting cancer.

The role of diet in the cause and prevention of zanc.r is particularly
important. In fact, the most comprehunsive review to date estimates that
35 percent of cancer deaths may be associated with dietary irfluences.
Colon cancer Is one type of cancer that is linked to diet.

Few peopie realize that colon cancer is over three times more
common in the Urited States than it is in Finland; that colon cancer
deaths in Connecticut are more than 70 percent higher than in Utah; that
the colon cancer death rate in the American black population almost
doubled in the last 30 years and nor ejuals that in whites, that Hispanics
in Los Angeles have only two thirc, of the frequency rate of other
whites in Los Angeles; or that people living in Flor ida--even in areas
where 40 percent of the popuiation were born in the Northeast--have
substantiaily less colorectal cancer than thelr rortheastern countrymen,
These are just a few examples of cancer differences that we think are
linked to diet.

The possibility of preventing colorectal cancer is suggested not
only because of the high prevalence in *he Un’ted States compared to
other countrles with different eating habits but because of evldence
that risk may be lowered substantially within an individual's |fetime
by changes In diets The NCI thinks the main factors increasing colon

cancer risk are too much dletary fat and toc litt!e digtary flIber.
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Because of congressiona! and public inte-est i~ ths development of
dietary recommendations that cou!d lead to a reduction in cancer risk, the
NC! asked the Natlional Research Council in 1980 to evaluat> the role of
diet in causing cancer and to identlfy dietary recommendations for *he
public. We also accelerated our research programs in these areas.

Supported by the Council's repc sublisted in 1982--and our own
more éecenf and soon to be publishes reviaw of dierary fiber and cancer,
recommendations that we believe wi!l reduce can;;; 15k were broadly
publicized. It is important to note ttat our dietary recommendations
are consistent with the recommendations proposed to reduce deaths from
heart disease, and that these recommendations pose essentially no rlsk
to the public.

in fact, | want tc emphasize that--even though we do not know
everything we need to know about diet and cancer--our dletary recommenda-
tions are based on the findings of hundreds of laboratory, animal and
human studies. The results of these studies tel! us severai things:

o They indicate that populations that consume higher amounts
of dietary tiber a day have a lower rate of cancers of the coion
and rectum.

o They indicate that eating too auch fat may increase the risk of getting
cancers of the colon, breasr, prostate and endometrium-~the lining of
the uterus.

o They !ink obesity with higher risks of developing cancers of the colon,
breast, prostate, gallbladder, ovary and uterus.

o They suggest that cancers of the stomach in Cilombia and certain
other countrie. may be associated with dlets low in vitamin C, and

that diets low in vitamin A are associated with higher risk of
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cancers of the lung, bladder and larynx (voicebox).
o They establish .hat heavy drinking of alcoholic beverages, particularly
when combined with cigarette smoking, increases the risk of cancers
of the mouth, throat, liver, and perhaps other organs.
Therefore, the National Cancer institute recommends the following dietary

guldelines, which are consistent with the joint USDA DHHS Dietary Guidellnes

for Americans:

1) Eat tiber-rich toods. The average American shouid try to
doubie the amount of fiber they currently eat. Fiber-rich foods include
whole grain b-eads and cereals, fresh or frozen fruits and vegetabies,
and dried peas and beans. When possibie, we shculd eat ths peel of the
truits and vegetabies to get more fiber. Vegetables and fruits contain
many important nutrients in addition t¢ ¢iber.

2) Eat a variety of foods low in fat. Individ.als shouid keep intake

low of all tats. To cut fat consumption, individuals may choose such
things as low-fat dairy products, low-tat salad dressings and desserts,
and pouitry without the skin, ftish, and lean choices of meat. Trim ail
visible fat from meats. Food preparation methods are important. The
best conking meihods remove or avolid adding tat--for exampie, mic -owave
cooking, baking, oven broiling, boiling, and stewing. Avoid frying;
Instead, use non~stick cookware.

3) Eat fresh fruits and vegetables. Individuals should increase the

intake of fruits and vegetables containing vitamin A, vitamin C, and
beta-carotene. Fresh or frozen dark-green and deep-yellcw vegetabies,
and deep-yeliow fruits are rich vitamin sources, and many are important
tiber sources as well. _

4, Keep Trim. Obesity relates both to caloric intake and physicali

activity. Actuaily, people who eat more fiber-rich foods may tend to cut

down on fat and calories.
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5) |t you drink alcohol, do so_in moderation. If an individual drinks,

one or two drinks a day is generally considered moderate.

In suma:,; we are suggesting that following a few simpls orincipies may
reduce one's cancer risk. This easily can be done with a very varied and tasty
diet. The general idea of keeping trim and eating \ variety of foods low in
tat and high In tiber can be done by almost anyons, without losing the wide
cultural, ethnic or other variations in food preference.

Mr. Chairman, | would |ike to caution that there zre things for which it
would be premature to make a pubiic recommendation, because there is insuffi-
cient scientific avidenca on either benefit or safety. For example, we do not
now have a recommendation on eithe. fiber supplements or vitamin supplements
to reduce cancer risk., The available evidence which shows protect!ve effects
Is based on an association with foods that are high in tiber anrd rich in
vitamins. Also, our recommendations are intended for persons who are healthy.
Others should consult a physictan before beginning any diet modification,

This leads me to the final point | would like to make==-that the National
Cancer Institute is contin:ting to build its rasearch ¢‘fort on diet and
cancer. We read to learn »0re about how specific components of the diet
eitner increase or decreasu the risk of cancer, and how they may interact.

!n addition to large programs in baslc research and epidemiologicai
research on nutrition and cancer, human cancer prevention trials are under way
as part of our Cancer Prevention and Control Program. One area that shows
great promise is called chemoprevention, We are studying whether natural and
synthetic agents- in pil{ or capsule form=-can reduce the incidence of
cancer. We have about two dozen ongo ng dlfferent chemoprevention studles
of human populations right now. Among the compounds being tested are

vitamin A; synthetic retinoids wh'ch are derivatives of vitamin A; and a

o 1 1 i
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precursor of vitamin A cslled beta-carotene. We also are studying vitamin
C, vitamin E, vitamin B12 and the B vitamin folate, and the trace mineral,
selenium. We know of several hundred compounds which may have some
potential for cancer prevention, NCI has started a systematic process of
laboratory research to se which of these may merit being brought forward
into human prevention trials.

Our goa! for chemoprevention research 1s to see if we can find ways to
use these and other compounds to prevent cancer ir the population at large
or t5 ha!t or reverse ,he devalcpment of cancer in people already expused
to cancer-causing agents. What we learn may help those people at high
risk of cancer as well as those wlth certain precancerous conditions.

We also are conducting feasibility studies for two large clinical
trials to see it a very low—fat diet can prevent or retard breast cancer.
Both of these studies are locking at the effects of diets with total
calories made up of 20 percent or less fat. Mosi Americans now consume
about 40 percent of their calorias from fat., The level generally recom-
mended for cancer and hea:t disease prevention is 30 percent of calories
from fat., The 20 percent fat levei in the studies is so low, in far*,
that we also will be testing *the feasibility of staying on such diets.

The first of these tow-fat diet studies includes about 12,000 healthy
women at increased risk or breast cancer. The purpose of the study is to see
if we can reduce breast cancer incidence among these high-risk women. This
kind of controlled ciinical trial gives the most convincing type of evidence.
The time from starting a low-fat diet to realizing the benefit also can
be tested in such a trial.

The second study includes about 2,000 women who z .~eady have been treated
for breast cancer. The purpose of this study is to see it low=“at diets can

prevent jocalized cancer from recurring.
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Mr. Chalrman, that conciudes my statement. | have described the back=
ground that led the Natlonal Cancer Institute to nake dietary recommenda-
tions, listed those recommendations for you, and highlighted some of our
impor tant cancer control research trials to learn even more about how
diet can be modified tn reduce the chances of getting cancer. | would

be glad to answer any questions at th s time.
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QUESTIONS FROM SENATOR GRASSLEY TO DR. GREENWALD

You mentioned that the Cancer Institute began a Cancer Prevention Aware-
ness Program snd that tbis effort was, in effect, supported by the report

done by the National Reaearch Council in 1982, Let me ask several questions
sbout tbis.

Q. First, is the Report in question the one entitled, Diet, Nutrition and
Cancer?

A. Yes,

Q. Are you familiar with the GAO Report I mentioned in my opening remarks,
the one that I and several other senators requested the GAO to do on
the two National Academy of Sciences reports Towara Healthful Diets
(1980) and Diet. Nutrition and Cancer (1982)?

A, VYes.
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According to the GAO, nsither of thess reports was adoptsd ss National
Academy of Scisnces positions, snd ths reports therefore rsprssent the
opinions of their suthoring groups. Now, 1 hope 1 am not getting too
petty here, but I want to point this out just for the sske of making
sure that those who read your ststement in our rscord don't jump to
tha conclusion thst the study to which you refer ss supporting ths
Awareness Program you mentioned was officially sndorssd by .he Nationmal
Academy of Sciences. 1t is the csse, is it not, or st lesst it is
ststsd by the GAO, that the National Acedemy doesn't usually, as s
corporate entity, endorse studies. Thersfore, they sre reslly repre-
senting the opinions of the groups which suthor them.

Would you agrse with this sssessaent?

As pointed out by Dr. Freuk Press, Chairman of the National Resesrch
Council, Netionsl Academy of Sciences, in & letter to Science (Vol. 230,
December 20, 1985), to ensurs accurscy, completsness, snd balsnce in
interpretetion of scientific dete, every National Resssrch Council
report is reviewed by specifically eppointed indspendsnt scientific
experts eni sny professionsl unit that oversees the work of the panel.
A notice et the front of the Diet, Nutrition end Cancer Report stetes:

The project that is the subject of this report was epproved
by the Governing Bosrd of the National Resssrch Council,
whose members ers drewn from the Councils of the National
Academy of Sciences, the National Academy of Engineering,
end the Inerituts of Medicine. The members of the commit-
tee responsible for the rsport were chosen for their specisl
competences and with rsgerd for sppropriste belancs.

Thie rsport has been reviewed by a group other than the suthors
sccording to procedures epproved by s Report Review Committee

consisting of members of the National Acedemy of Sciences, the
National Academy of Engineering, snd the Institute of Medicine.

Thus in my opinion, this is sn official Report of the Nstional Reseerch
Council. Obviously, sny report represents the opinions of the groups
which author it.
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The GAO Report said thst Diet, Nutrition snd Cancer, the report you wen-
tioned esrlier as supporting your Csncer Prevention Awsrenmeas cffort,
was criticized by “some scientists for making recoamendstions before
studies have been undertsken to prove that dietary changes could reduce
the risk of developing csncer: i.e., proof of the recommendation's
benefits.”

Would you comment?

The nature of science is such thst there slways will be disagreement
about how much proof is needed to mske public health recommendations.
However, there is s very large and convincing body of research evidence
supporting the Nationsl Csncer Institute’s recommendstions relsted to
diet and csncer. In additiom to the thorough review of the evidence

by the National Resesrch Council bsck in 1982, the Nstionsl Cancer
Inatitute has continued to asseas sccumulating resesrch evidence on
diet, nutrition and cancer. We feel the body of evidence supports

NCI's recommendstions. These recommendstions sre consistent with the
“dietary guidelines for Americans” jointly published in 1985 by the
United States Department of Agriculture and the United Ststes Depsrtment
of Health snd Huuan Services. There nearly slwsys is the possibility
that new resesrch will change future thinking. However, current NCI
recommendstions sre sound snd prudent for the public to follow.

Would you comment on the three statements 1 juoted from the GAO study's
conclusion in my opening remarks? These were: First, that "The scien-
tific evidence required before providing public dietsry advice to reduce
chronic disesse risk is s controversisl matter in the scientific commu-
nity.” Second, thst: "No atsndard of scientific evidence has been uni-
versslly agreed upon for making public recommendstions sbout diet's
relstionship to chronic disesse risk.” And third, referring to both
Nationsl Academy reports on diets, Towsrd Heslthful Diets and Diet,
Nutrition, and Cancer, that: "A discussion of the different gchools of
thought gbout public dietsry sdvice would huve provided a better context
for policy makers gs they assess the issues involved.”

As noted in the answer to the previous question, there nesrly always sre
some differences in interpretation of aggregsted scientific evidence.
While the scientific method hsa s commonly understood genersl mesaing,
you sre correct that there is no universally sgreed upon atandsrd for
reviewing resesrch or for usking public recommendstions -~ whether .hey
be in diet, chronic diseases or many other sreas. liowaver, some of the
scientific literst re doea sddress the question of how best to aggre—
gste evidence. For exsmple, one method that NCI used in reviewing the
resesrch evidence was to consider the "criteris for csusslity” described
in the 1982 Surgeon General's Report onm The Heslth Conseg: of
Smoking. In this way, we felt s ressonsble judgment could be made

about diet and csncer, just ss one had been made gbout the link between
smoking and disesse. The Diet, Nutrition sand Cancer sand previous
Nastionsl Academy repcrts were not the only sources used in our sssess-
ment. In fact, the primary sources were reports of the originsl inves-
tigations themselves. Certainly, we feel that s continued major

resesch saphssis is needed in the sres of diet gnd csncer, but we also
believe that the public has s right to be informed sbout our interpre-
tation of current evidence even while the research continues.
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I want to sak s last queation sbout a specific recommendation made in
your statement. On psge three you ssy that "An individusl should
incresse the intske of fruits and vegetsbles containing vitamin A,
vitamin C and beta-csrotene.”

Now, in the New York Times srticle I mencioned in my opening remarks,
dateu October 7, 1985, reporting on the effort of the National Academy
of Sciences to produce s revised set of reccamended dietary sllowances,
it ststes that "Some of the nmation's most eminent scientists were in
irreconcilable conflict over propossls to alter the recommended levels
of certsin vitemins snd minerals in the human diet.”

According to the Times article, the draft report r ded reducing
the sllowances for . . . vitaming A, C and B6. Dr. Kurt Isselbacher
was quoted as ssving that the public might get confused 1f s psnei of
the Acsdemy recommended higher levels of vitamins A and C in 1982, but
not were to recommend lower levels.

Is this sa example of wvhat I am driving at with these questiona, namely,
that there is some controversy here, rather thsn the ironclad consenaus
one would infer exists from your testimony?

There ic also an implication here that something might be recommended
just to keep from confusing the public, rather than becauae acientific
opinion on it has now changed.

Would you comment?

Questions sbout the Recommended Dietsry Allowances (RDA) sre more
sppropriately addreased to the National Acsdemy of Sciencea. However,
one of the isaues was vhether sttention in the RDA should should be
given to chronic diseases, including cancer, or just to prevention of
deficienciea ss traditionally defined. Thus the controversy, at least
in part, pertained to whether chronic disesse concerns should be
sddressed by the RDA rather than to the nsture of the relationship
between specific nutrients and specific chronic disesses. While we
rarely expect sn "ironclad” cunsensus, benefits of fruits and vegetables
in the diet are extremely well-supported in the medical literature.

The human cancer prevention trials sponsored by the National Cancer
Institute snd now in progress should give us better insight into poten-
tisl benefits of specific vitamins and dose levela of these vitamins.
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The CHAIRMAN. Mr Fink, let us turn to you.

Mr. FINK. Thank you, Mr. Chairman.

I would like to respectfully request that any additional comments
to the written text be included in the record.

The CHairMAN. Without objection, we will do that.

Mr. FINk. Thank you.

On the written witness list, I am billed as being with the victors
and friends of cancer. I am not a friend of cancer. It is the cancer
victors and friends.

The CHAIRMAN. I was wondering about that myself. It is friends
of cancer victims?

Mr. FINk. Yes, cancer victors and friends.

The CHAIRmAN. Thank you

Mr. FINK. My name is John Fink. I was an actor for 14 years,
until 8 years ago, when our 2 year-old daughter was diagnosed as
having a rare form of cancer.

When doctors told us her prognosis was not good, my wife and I
did what many loving parents would do by looking at anything and
everything that we could find which could ibly help her. Our
daughter onlmy lived 2 longer, but we feel that the quality of
her short life was e ced through the use of complementary
therapies.

During our search, we were surprised to find m~ny people with
cancer alive and well, using natural methods—some, who had ad-
vanced cancers and had been told by their doctors to ﬂfo home and
get their affairs in order. Many of these people are still alive today.

This discovery consumed us. For the past 5 years, my wife and I
have hel hold together a group in Santa Barbara called “the
Cancer Victors,” of around 100 members; it is made up of people
with cancer, their families and friends. Thoe : who have cancer are
controlling it with nontoxic, primarily nut-itional methods, used
exclusively or in conjunction with conventional treatment. Our
work is volunteered, and it constitutes most of my time.

In 1982, I took several trips with two professional researchers,
looking; at major hospitals, clinics and physicians throughout the
United States, Europe, and Mexico, doing work with complementa-
ry therapies and investigated the newest avcnues of health re-
searcl,, prevention and treatments of cancer and other degenera-
tive di .
I brought two extraordinary articles by Dr. Michael Lerner, one
of the researchers, from ‘“The Journal of the Institute for the Ad-
vancement of Health,” which summarize our findings, and I have
copies of them with me and will make them available for anybody
intervsted. In short, although we found no “silver bullet” cures, we
found people who were reversin?1 or at least holding their cancers
in remission through the use of these therapies.

A3 one outstanding example, we were very impressed with the
Bristo] Cancer Help Centre in England, officially opened in 1983 by
the Prince of Wales. The Centre’s program emphasizes a change of
lifestyle, nutrition, and stress cortrol, which are often added to
conventional {reatments and enhance the patient’s immune re-
sponse and powers of self-healing.

It made me sad to read, as I just did in the November issue, the
current issue, of “Scientific American,” Harvard statistician John
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Cairn’s article in which he said that of the more than 200,000
American patients receiving chemotherapy, the number of patients
being cured could not exceed more than a few percent, and that of
the 400,000 deaths each year of cancer, adjuvant treatments now
avert only perhaps 2 to 3 percent.

As Prince Charles said while addressing the British Medical As-
sociation:

It is frightening how dependent upon drugs we are becoming and how easy it is
for doctors to preecribe them as the universal panacea for all ills. Wonderful as
many of them are, it should still be more widely stressed by doctors that the health
of human beings is 80 often determined by their behavior, their food, and the nature
of their environment.

In our group in Santa Barbara, we see cancer patients coming
back month aft:r month who are keeping their cancer in remission
by themselves using natural methods. Many of them are aged. It
often requires an enormous determination, will and ccurage to
follow a rigid diet and to do it alone, and their remissions seem
anything but spontaneous.

What is tragic is that some of these people have to leave this
country to find doctors who will or can monitor and support their
progress while using these therapies.

I support groups like the International Association of Cancer
Victors and Friends and the National Health Federation, because,
among other reasons, they are some of the few organizations sup-
plying this difficult-to-get information about where one can go to
get, for example, metabolic therapies, diet therapies, immune
therapies and help in mental imagery, to people seeking options,
but this isn’t envugh.

It is time now that every doctor in this country recognizes the
impoitance of nutrition and the mind not only in prevenving but in
helping to overcome disease.

There is now a wealth of scientific information establisning the
link between nutrition and the cause of some major forms of
cancer. Clinical practice is showing us that nutrition can be an im-
portant complementary therapy.

Congress is to be commended for encouraging in the seventies
the National Cancer Institute to set up the Diet, Nutrition, and
Cancer Program, and for the creation of the Dietary Goals Report.
Now the Congress, you Senators, can further the cause of improved
health by calling for new research using nutrition in the treatment
of cancer. New methodologies will have to be structured for this
clinical research. Dr. Lerner makes some wonderful suggestions on
what this research might look for in his second article. It can be
done. Thank you.

The CHAIrRMAN. Thank you, Mr. Fink. We appreciate your testi-
mony. You have traveled all over the world in your quest to try
and do something about this, and we appreciate it, and we really
appreciate having you here.

[The prepared statement of Mr. Fink follows:].
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STATEMENT BY JOHN FINK

My name is John Fink. I was an actor for fourteen years
until eight vears ago when our two year old Caughter was
diagnosed as having a rare form of cancer. When doctors

told us her progncsis was not good, my wife and I did what
many lwing parents would do by looking at anything and
everything which we couid find that could possibly help

her. Our daughter only lived two years longer, but we

feel that the quality of her short life was enhanced through

the use of complimentary treatments.

During our search we were surprised to fird many people with
cancer alive and well using natural methods, some who had
advanced cancers and had been told by their doctors to go
home and get their affairs in order. Many of these people
are sti,)l alive today. This discovery consummed me. For the
past five years I have helped hold together a group in Santa
Barbara called The Cancer Victors of around one hundred
members made up of people with cancer, their fam.lies, and
friends. Those who have cancer are controlling it with non-
toxic, primarily nutritional methods used exclusively or in
conjunction with conventional treatments. My work is volunteerd

and constitutes most of my *ime.
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In 1982 I took several trips with professional researchers (1)
looking at major hospitals, clinics, and physicians throughout

the United States, Europe, and Mexico doing work with complimentary
therapies and investigated the newest avenues of health research,
prevention, and treatments of cancer and other degenerative diaeases.
I have brought two articles by Dr. Michael Lerner, one of the
researchera, from the journal-the Institute for the Advancement

of Health which detail our findings and will make them available
for anyone interested. In short, although we found no silver bullet
cures, we found people who were reve.sing or at least holding their
cancers in remission through the 1.se of these therapies. As one
example, we vere very impressed with the Bristol Cancer Help

Centre in England, officially opened by Prince Charles. The
Centre's program emphasizes a change of life style, nutrition,

and stress control which often are added to conventional treatments

and enhance the patients immune response and powers of self-healing.

It made me sad to read as I just did ia the November issue of
Scientific American Harvard statistician John Cairn's article

in vwhich he said that of the more than two.hundred thousand
American patients receiving chemotherapy, the number of patients
being cured could not exceed more than a few percent. As Prince
Charles said while addressing the British Medical Association,
quote, "It is frightening how dependent upon drugs we are becoming
and how easy it is for doctors to prescite them as the universal
panecea for all ills. Wonderful as many of them are, it should

still be more widely stressed by doctors that the health of human
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beings is s0 often determined by their behaviour, their food,

and the nature of their envircnment”, end of quote.

In our group in Santa Barbara we see ca cer patients coming back
month after month who are keeping their cancer in rewmission .-
themselves using natural means. Many of them are agei. It often
requires an enormous determination, will, and courage to follow

a rigid diet and do it alone and their remissions seem anything

but “'spontaneous'. What is tragic is that some of these people have
to leave this country to find doctors who will or can .nitor and

support their progress while using these therapies

1 support groups like The International Association of Cancer

Victors and Friends and the National Health Federaticn because

they are some of the few organizations supplying difficult to get informetion
to people seeking options, but this is not enough. It 1s time that
every doctor in this country recognizes the importance of nutrition
and the mind not only in preventing but in helping to overcoie
disease. There is now a wealth of scientific information establ‘shiry
the link between nutrition and the cause of some major forms of
cancer. (Clinical practice is showing us that nutrition can be an

important complimentary therapy.

Congress is to be comended for encouraging in the 70's ¢ e National
Cancer Institute to set p the Diet Nutrition and Cancer Program,
and for the creation of the Dietary Goals Report. Now the (ragress
can further the cause of improved health by calling for new research

using nutriticen in the treatment of cancer. Thank you.
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Foot-note

(1)
Michael Lerner, Ph.D. is 2 MacArthur Prize Fellow st the
Institute for Health Policy Studiea, Univereity of Cslifornia
San Francisco School of Medicine. He is the Preaident and
Founder of Commonwesl, and centre for service and research
in heslth and human ecology, in Bolinas, Califoru's.
Dr. Sandrs MclLanshan M.D. is aphysician from Charlotteaville,
Virginis.
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The CHAIRMAN. We have a rollcall vote. I think, Dr. Alabaster,
that I had better go make that vote, come right back, because I
know we would have to interrupt you in the middle of your testi-
mony. And then we will have just a couple of questions for each of
you. If it is inconvenient for any of you, we would understand, if
you need to leave, Dr. Greenwald—or can you wait?

Dr. GrRexNwALD. | will wait, yes.

The CHAIRMAN. OK. Then we will recess for just a few minutes
soIcanr]unoverandvote,andeillcomebac as soon as I can.

e CHAIRMAN. If we could have order. I apologize to you, but
when I got there, I found out we had a back-to-back vote, so I
stayed, and then I got waylaid on the way over by a television
camera, too.

So, Dr. Alabaster, we will turn to you. We note your excellent
book, m forward to hearing a little more about it.

Dr. Thank you.

b First, I would like to thank the committee for inviting me to this
earing.

There is nothing new about disease prevention. One hundred

ears ago in Western countries, about half the population was dead
fore the age of 40. This youthful mortality has now fallen to
about 3 percent, very largely as a result of basic preventive meas-
ures such as better hygiene, better sanitation, and widespread vac-
cinations.

In middle-age, about four out of five deaths are now due to
cancer, heart disease or stroke, with deaths from cancer almost
equaling those from heart disease. Again, prevention offers the
greatest hope to reduce this mortality, and ¢ es in the Ameri-
can diet appear to be of critical importance.

Best scientific estimates are that about 80 percent of cancers wre
caused by environmental factors, which means that cancer is po-
tentially preventablie disease. There is also evidence that 60 per-
cent of cancer in women and 40 percent of cancer in men is due to
a bad diet.

Yet, as I explain in my book, “What you Can Do to Prevent
Cancer,” we can now reduce our cancer risk by at least 70 percent
if we stop smoking, adopt a cancer prevention diet, and reduce our
exposure to known risk factors.

e American Cancer Society now estimates that about one in
three Americans will eventually develop cancer, which means that
of the 230 million Americans alive today, approximately 70 million
will be affected. Of these about 25 million cases could be prevented
by relatively simple changes in the national diet and another 256
m%)llion cases or so could also be prevented by the elimination of
tobacco.

Alt.‘nougll; nearly every American family will be touched in some
way by this dreaded disease, few of us understand what we can do
to prevent cancer.

uch of our present understanding of the importance of ciet has
come from studies of cancer risks in different countries around the
world. For example, in Japan, which has a lowfat diet, breast
cancer is rare; yet, when Japanese migrants to the United States
adopt American dietary habits, their breast cancer rate increases
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to that of native Americans within one generation. This implies
that the origin of cancer is environmental rather .2an genetic.

This is not unique to breast cancer. Similar examples can also be
found for most common cencers, including those of the cclon and
prostate.

Another type of study recently conducted in Finland revealed
that people with low levels of vitamin E and selenium in their
blood have 11 t:mes the cancer risk. Studies such as this raise the
question of whether certain vitamin and mineral supplements
could be used to reduce our risk of cancer.

Although cancer usually takes many years to develop, the effect
of dietary factors is actually in the late stage of the carcinogenic
g , 80 that a cancer preveatior: diet will produce health bene-

ts quite rapidly

Wﬂmt, then, are the most important dietary changes? First, we
must understand that the typical foods we choose each day contain
both cancercausing substances and cancer-preventing substances.
We must therefore shift the balance of our diet in favor of foods
that are rich in cancer-preventing nutrients. Examples of potential
anticancer nutrients are: beta-carotere, or vitamin A, vitamin C,
vitamin E, selenium, and possibly folic acid and calcium. In addi-
tion, it has beer. found that the amount of fat and indigestible fiber
in our diet influences our risk of getting certain cancers. We should
therefore halve our fat intske to about 20 percent of total calories
and increase our intake of high-fiber, whole-grain cereals, fruits
and vegetables, particularly beta-carotene-rich vegetables, like car-
rots and squash, and the so-called cruciferous vegetables, like broc-
coli, cauliflower, and brussels sprouts.

Apart from a low-fat, high-fiber diet, we must remember that
certain food additives such as nitrites can be converted by the body
;.:ﬁco carcinogens, so we should learn to reduce our exposure to

em.

Methods of food preparation are important. Barbecuing and
smoke-curing can cause carcinogens to form in food, so alternative
methods of cooking should usually be employed. Alecohol should
also be consumed in moderation.

These dietary recommendations are basically consistent with
those of the National Cancer Institute and the American Cancer
Society. But what is of special interest is that additional support
for these recommendations is also derived from studies of Mormons
and Seventh Day Adventistes who follow diets that are closer to a
cancer prevention dint and who have less cancer and heart disease
than would otherwise he expected.

Nevertheless, whatever the limits of our current kn',wledge,
there is compelling evidence that the dietary modifications which
would reduce our risk of cancer would also =educe our risk of heart
disease and stroke, the other major killer diseases.

If the right dietary changes were achieved, and if we eliminated
smcking, we could expect to see about a 70 percent reduction in
cancer risk, roughly a 60 percent reduction in heart disease risk,
and a substantial reduction in the risk of stroke, the three major
killer diseases that will otherwise remain mostly incurable into the
next century.
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It therefore seems to me that we should adopt a farsighted view
and vigorously support the establishment of disease prevention pro-
grams that will not only reduce human misery, but also substan-
tially reduce the enormous future costs of medical care.

I would be delighted to answer any questions.

The CHAIRMAN. Thank you so much.

[The prepared statement of Dr. Alabaster follows:]




123

THE PREVENTION OF CANCER
SHIFTING THE BALANCE OF THE AMERICAN DIET

PREPARED STATEMENT OF OLIVER ALABASTER, M.D.
BEFURE THE SENATE COMMITTEE ON LABOR AND HUMAN RESOURCES
NOVEMBER 13, 1985

THIS STATEMENT IS PARTLY CONDENSED FROM MY RECENT BOOK

ngAT YOU CAN DO TO PREVENT CANCER
IMON AND SCrUSTER, COPYRIGHT 1985

OLIVER ASTER, M.D.
ASSOCIATE PROFESSOR OF MEDICINE
DIRECTOR OF CANCER RESEARCH
GEORGE WASHINGTON UNIVERSITY
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THE PREVENTION OF CANCER
Shifting the Belance of the American Diet

It 1s estimated ¢that 80-90%8 of cancers are caused by
anvironmental factorss which means that cancer 1s a potentially
preventable disease. In facts we cea mow redece owr cancer risk
by at least 708 1f we stop smoking, adopt a cancer prevention
diets and reduce our exposure to known risk factors 1n ovr dally
Tives.

The American Cancer Society now esiimetes that almost one in
three Americens w11l eventually develop cancer, which means that of
the 230 million Americans elive today, approximately 70 million
w111l be affected. Of these, epproximately 25 mfllion cases could
be prevented by reletively simple changes in the mational dfets end
enother 25 milliomn cases cowld be prevented by the elfminetion of
tobacco.

Cancer 1s second only to heart disease as a cause of death in
the United States. However, 1in the economically productive age
group of 25 = 65, cancer causes almost as many deaths as heart
diseases. Neerly every American femily w111 be touched in soma way
by this dreeded disease, yot few of us understand wvhat ve can do to
prevent cancer.

. Fortunately, there 1s evidence thet dietary factors influence
the late stages of the carcinogenic prccess) which means that
dietary changes will produce benefits quite rapidly. It 1s thus
never too eerly to meke dietary changes, and 1t 1s also never too
Tate! Surely, we all have a responsibility to educate the public,
and to urge the food 1industry to market foods that are consistent
with public health.

To put the problem qinto perspective, the known causes of cancer
are summarized in Table 1. The range of percentiges represent the
best scientific estimates of the contribution made by various risk
factors to cencer deaths.

Teble 1

CANCER RISK FACTORS PERCENTAGE OF CANCER DEATHS
Diet 40 - 608
Seoking 25 - 358
Hormonal States ebout 6%
Infection 1 - 108
Occupetion 2 - 8%
Pollution 1l - 5%
Radfetion exposure 2 - 4%
Alcohol excese 2 - 4%
Heredity 1 - 3%
Sexwel behaviour ebout 18
Drugs Tess then 18
Geogrephic environment veriable

« 128 |




E

O

RIC

125

CARCINOGENESIS
H Does Cancer Develop?

Since about half of all cancer 1s related to the presence of
dietary carcinogens, insufficient dietary anticarcinogens and too
much fat in the diets and since the rest 4s mostly due to the
presence of environmental chemicals {tobacco smokel) that are taken
in by thz body, 1t 1s worthwhile to consider :riefly how these
substances are responsible for the induction of cancer. The process
of inducing cancer 1s called carciaogenesis. Because carcinogenesis
takes a long timer» cancers are more common in older people and 1n
older aninals. In terms of the aging American population, we can
therefore expect cancer to steadily increase in the coming decades
= unless we find a way to put our present knowledqe about cancer
prevention into practice.

The Early Stages of Carcinogenesis

This usually involves the 1interaction of cancer-causing chemicals
(the carcinogens) with the most important part of the cell which is
known as the DNA.

Damage to the DNA that 1s not severe enough to destroy the cells
may change 1ts "fdentityh and that of daughter cells as well. For
this DNA damage to occur, most carcinogens need to be present for a
long time. Alternatively, cell division may occur before the cel
has had time to repair the damaged DNA.

Because carcinogens are often unstable substances, 1t s more
common for a carcinogen to be made within the body, by the body
‘tself. What happens 1s this. A toxic chemical such as aflatoxia B1
which 1s found in moldy nuts and corn, is normally broken down or
datoxified by an organ such as the liver. During this process, it 1s
converted into the active carcinogen. This means that chemicals, or
for that matter dietary constituents, which cannot cause cancer
directly, may be converted into carcinogens in the boay. If the body
has no way to hreak down the carcinogen or excrete 1t it will
persist for a 1ong time causing damage to the DNA of cells exposed to
1t. If 1t 1s removed from the body fairl, quickly, but s replaced
by regular exposure of the body to the parent chemicals the eflect
will be equivalent.

Although carcinogens that damage DNA are known as mutagens, not
a1l mutagens are carcinogens. Mutagens ¢that 1{ritiate the
carcinogenic process are called 1iaitiators. These 1initiators
prepare the vay for the next step in the carcinogenic process.

The Late Stage
This stage 1s poorly understood even by the experts. The agents
involved 1in this ¢type of carcinogenesis are called prcmotors.

These promotors affect the process by which primitive cells become
more specialised {this 1s <called differentiation),
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and they also encourage cells to multiply. Some scientists believe
that promotors encourage the expression of all the DNA damage that
developed during the Eerly Stege. The 1mplications of this are
clear. If we could remove the early stage initiators from our
environments we would mostly protect young people but 1f we could
remove the late stage promotors from the environments we cou'd
protect everyone.

A1l the experimental evidence so far suggests that diet mostly
affects the lete stages of cercleogenesis. What 1s surprising
though, 1s that apparently normal dietary constituents have actually
been shown to 1increese or lower the 1incidence of certain cancers
initiated by exposure to known carcinogens. The 1mplications of
this observation are far reaching.

Without even knowing the detailed chemicel composition of the
diets direct evidence has been found that 1inks obesity with cancer
in both animels end man. When laboratory animals ere fed
unrestricted diets they become wmore obese than their wild
counterparts. These obeuse animalss however, do not only suffer the
indignity of being overweights they ectuelly have a much higher
chance of developing ‘'spontaneous' cencers. Correlations of this
kind have also been made with human cancer which wil)l be discussed
in more detafl later. But there 1s an ~.coureyging part to this
story. When laboratory enimals were placeo on a restricted diet and
Jost weights becoming 11ke their counteryarts in the wiid, their
'spontanecus' cancer rate dropped to very luvw levels.

Distery Carcinogens end Aaticarcinogens

Diet 1s responsible for about half of all cancer, and smoking
for ebout one third, but it 1s not going to be easy to 1i4zatify all
the dietary factors thet should be included or excluded.

In the pasts diet-releted diseases were discovered by astute
observers noticing that one or more nutrients were missing. The
most famous example 1s the disease known es scurvy which 1s caused
by @ lack of vitemin C. The success of this discovery then led to
an epproech to diet research which concentrated only on defining
nutrient requirements 1in terms of the effects of deficlfencfes.
These studies were first done 1in animals and then 1In human
volunteers. However, it 1s important to remember thet diet-related
cancer cen be ceused by either a reletive leck of enticercinogens or
a reletive excess of dietery carcinogens, end that the process may
take meny years to occur. Scurvy, on the other hand, involves only
one essential nutrient whose leck 1s menifested within three months.

After yeoars of studying diet 1In terms of defic‘encies,
scientists have recently come to realise something of Iimmense
importance: diseases cam erise from en ebumdent end epperently
norm8l dfets consumed over meay Yyears! This realization has
enormous 1implicetions for the control of both cencer end heart
diseese.
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The most obvious 111-effe<t of a 'normal' diet 1s usually
obesity. This 1s caused 1in the vast majority of cases by an
excessive calorie 1intake, particularly 1f this also occurred 1In
childhood. The harmful effects of obesity have been obvious both
medically and socially for many years, and I have already mentioned
that obesity carcfes with 1t a higher risk of certain cancers.
Other fl1-effects of a normal diet may not be as obvious. But it
has taken us many years to realise that certain vitamins and most
minerals, though vital in proper amounts, can be toxic when eaten
in excess. This 1s because it 1s much easier to see obesity than
mineral or vitamin toxicity. Nevertheless, both these dietary
problems manifest themselves fairly quickly, usually within a few
months, Imagine how much more difficult 1t 1s to find dietary
factors “that produce gradual, insidious sffects over many years.
This 1s the nature of dietary cancer.

Now we face a situation in which we have to consider the foods
ve eat 1n terms of the balance or f{mbalance of cancer causing |
carcinogens (Table 2) and cancer protecting nutrients (Table 3) *
such as beta-carotene, vitamin C, or selenium. Clearly, we must
shift this balance: 1n our favor. But how can we 1{dentify which
nutrients are most protective and which are most carcinogenic?

Table 2
EXANPLES OF FOODS THAT CONTAIN NATURAL CARCINOGENS

BLACK PEPPER NUSHROONS CELERY PARSNIPS

FIGS PARSLEY SASSAFRAS OIL BERGANOT 0IL

NOLDY FOOD TROUT LETTUCE HERB TEAS .
COFFEE TEA COCOA POWDER NUSTARD SEED

FAVA BEANS NUSTARD OIL HORSERADISH ALFALFA SPROUTS
COTTONSEED OIL KAPOK OIL OKRA OIL HONEY

Already evidence has been found which strongly suggests that
vitamin A deficiency can 1increase the risk of cancer of the lung,
bladder, and larynx 1In humans; and increase the risk of cancer
induced 1n animals by known carcinogens. Conversely, increusing the
intake of vitamin A or beta-carotene can 1nhibit the action of these
carcinogens in laboratory animals. Other studies have shown that

Table 3
POSSIBLE CANCE™ PREVENTING AGENTS

Bete-carotene (vitamin A)
Yitamin C

Yitanin E

Folic acid

Selenium

Calcium

Fiber
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vitamin C can reduce the probab’lity of developing stomach and
esophageal cancer 1in humans, and this cancer-inhibiting effect
has also been supported by experimental gtydies in the
laboratory. Recently, a major study in Finland ', revezled that
people who have lov levels of vitamin E and selenium 1n their
bloods have 11 times the cancer risk!

The relationship between diet and cancer has been studied in
the laboratory by observing whether suspected substances can
mutate bacteria (damage bacteria® ONA), or whether they can
transform normal cells 1into cancer cells. Animal studies then
follow which require that the suspected carcinogen be given 1in
large amounts to accelerate the development of cancer.

Obviously, a laborator; test that took twenty years to
produce an answer (the time many human cancers c¢zn take to
develop) would be useless, so ¢ rapid test Is desirable.
Unfortunately, 4ts very rapidity 1imits its usefulness as a
predictor of cancer in humans.

High doses of carcinogens may have very different effects
from low do“as spread over many years, making interpretation of
data very uncertain. Such laboratory tests are alss Vimited
because they ignore the way the body reacts to the substince, and
wvhether the presence of other seubstances in the diet could
influence the final effect. And after all this, we are stil
left wondering whether a carcinogen shich can give rats cancers
can also cause cancer in humans. The ultimate experiment that
wvould prove beyond doubt that a substance can cause cancer 1n
humans cannot be done for obvious reasons, so ve are always left
with an element of uncertainty. Nevertheless, cyclamate, an
artificial sweootoner that can cause bladder cancer 1ir rats, has
been removed from the American market. Yet, many other potential
carcinogens remain 1in our dally diet, and these must be
identified and eliminated.

Another approach to the study of dietary factors and
carcinogenesis has been epidemiological. This involves tle
study of dietary and disease patterns in large numbers of people.
The advantage of this approach 1s that it evoids the problems
inharent 4n extrapolating experimental evidence from animals to
humans. Furthermore, these studies often pravide very useful
directions for more specific research projects. It s
unnecessary to go into detail as to hov these studies are usually
designed and conducted but, as you can 1megine, the accurate
measurement of food 1intake 1s of fundamental importance. In
practice, this 1s easfer said than done.

General information on food intake for a whole country is
obtained by measuring the rate of disappearance of food that has
been produced or 1imported, ard by measuring the amount of
different food products that stock each hcusehold. At a personal
level, people are asked to describe as accuratily as possible
vhat they ate during the previous veeks month, or year; perhaps
even vwhat their diet consisted of in childhood! The data from
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these studies are then averaged for each population group, or
region, to enable comparisons to be made. What has been found fis
fundamental to our present understanding of diet and cancer,

Some associations between diet and cancer that have emerged from
fateractionel studies have not always been confirmed by studies
within eech country. This 1s usually because differences 1in diet
between regions within a country are much less then the differences
betveen the countries themselves. However, since studies of migrant
populations have shown that cancer is predominantly diet-related and
not genetic, these International studies provide very strong
evidence to support specific dietary factors as being responsidle
for many types of cancer. In other words, fallure to confirm an
international study by one thet 1s conducted within e country, f{s
not an adequete reason to 1gnore the conclusions of the
international study. This 1s Justified because present dietary
recommendations, unlike speculative mecicel treatmont, are unlikely
to produce more harmful consequences then the dietary anarchy that
currently exists, and which many of us take for granted.

This approech 1s strongly supported by the dietary modifications
that have been succossfully made by religious communities such as
the Seventh-Day Adventists end the Mormons. In both these
communitieos, dietary modificatiocas thet were fortuitously simfler
to the latest scieatific recom etions that form the basis of e
cencer preveatioas diet progrem. have substeatially reduced the risk
of cl:c‘er add heert disease w'ihowt evidemce of harmful effects of
say kiad.

WHAT IS YOUR CANCER RISK?

It 1s 1impossidble to give you precise statistical odds on your
chances of developing cancer. What is possible 1s to give you a
good 1dee of the scope of the cancer problems and to discuss the
known risk factors in a way that should help you to minimise your
own risk of acquiring this frightening disease.

According to the best available estimates. about 4 millfon
people die each year from cancer, woridwide. In the Unitad Stetes.
cancer causes about 208 of all deeths, and <this percentage
inevitably rises as the everage age increases. However, when the
influence of increasing ege and population growth 1s excluded, there
is no evidence to suggest that deaths from cancer are increasing,
with the exception of cancer of the lung which continues to increase
ot an alarming rate.

In 1983, the predictea incidence [number of rew casesl of cancer
in the United States wes 855,000, with an additional incidence of
400,000 cases of treatable, non-melenoma skin cancer. About 455,000
cancer deeths were also anticipated, despite access to the world's
most costly and sophisticated health-care system.

Apart from non-melanoma skin cancer, about 705 of cancers arise
in the digestive organs [colon, rectums pancreas and stomach, livers
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esophague); the respiratory system (lung, larynxl; the obreasts
(tn womenl; and the genital organs (uterus, ovary, prostate
testisl

To help you to understand the possible influence the major
risk factors may have in your 1ife, 1et us reviev them 1in more
detail.

INCREASING AGE

.. all species, 1including the human species, the risk of
cancer increases with age. This 1s because many of the chemicals
in our diet or our environaent take a long time to induce the
canceroue changes, and because the more frequently cells divide
the greeter the 1ik1ihood that a cancerous change will occur
Although for most humar cancers, the incidence increases vwith
age, there are a few specific cancers of childhood where that
trend e not evident. Neverthelees, studies from the National
Cancer Institute have demonstreted that for every five years of
11fes there 1s a doubling of the risk of cancer.

If we consider the Influence of smoking on cancer risks the
effect of time 1s well 11luetrated. For men between the ages of
55-64, the death rate from lung cancer 1e five times higher If
they started smoking before the age of 15 than 1f they started
after the age of 25 = aseuming the same dally cigarette
consumption. To an extent the reverse 1s also true. If you stop
smoking, there 1s a progressive decline in your risk of lung
cancers but 1t takes 15 years before the risk 1s equivalent to
that of ¢ non smoker!

Age 1s therefore not a direct cause of cancer, but rather it
provides the time required for environmental factors to do their
woret.

DIET

‘he Nationa’ Academy of Sciences, the National Cancer
Institute, and the American Cancer Society have now recognised
the importance of diet ae a major cauee of cancer in the United
States. It 1e estimated that as muzh as 608 of cencer in women
and 408 of cemcer in men fo ceceed by dfotary factore. It has
also been estimated that at leaet 358 of all cancer in the United
States could be eliminated by simple changes in the nation's diet
= teing our current knowledge of .fetary riek factors.

Some aspects of diet have already been diecussed. Howaver,
factors which &re of critical importance include the amount of
dietary fat; the amount of dietary fiber; contamination of some
foods with molds such as aflatoxin; the presence of certiin food
additivee; the amount of certain vegetables and fruit in your
diet; your intake of vitamine A, C» E, and eelenium; and the
right methods of food preparation.

Although 1t 1s difficult to obtain a consensus on a subject
as sensitive as the nation's diet, and because economic interests
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sometimes threaten to distort rational debate, 1t 1s essential that
everyone be given the opportunity to understand the scientific
evidence, and to choose for themselves.

Details of my cancer preve 'tion diet program are presented in my
book WHAT YOU CAN 00 TO PREVENT CANCER (Simon and Schuster, 1985).
This diet 1s designed to help people make the right food choices: and
to increase their dietary fiber 1ntake while reducing their fat
consumption to 208 of calories ~ instead of the 45% fat calo les that
1s typical of the current American dietl

Finally, whatever the Ilimitations of our current knowvledge It
appears that the dietary wmodifications that will reduce the risk of
cancer are fuadamentally the same as those that would also reduce our
risk of heart disease and stroke - the other major killer diseases.

SHOKING

Cigarette smoking 1s the major siagle cawse of death fros cancer
in the United States. About 308 of the deaths from cancer could be
prevented 1f tobacco were unavailable. Insteads 129,000 Americans
w111 die unnecessarily of cancer this year because of smoking. Are
not thesa deaths a national responsibility?

Smoking 1s directly responsible for 85% of lung cancer deaths
50-70% of deaths from oral and laryngeal cancer» more than 50% of
deaths from esophageal cancer» 30-40% of deaths from bladder and
kidney cancerr abcdut 308 of deaths fros pancreatic cancer, and a
significant number of deaths from cancer of the stomach and cervix!

Since 1910, the annual cigarette production in the United States
has 1increased from 4 b111ion to 600 b11lion, bringing with 1t human
tragedy on a grand scale. Despite numerous scieatific studies 1n many
countries which have confirmed that cigarette smcking 1s a major cause
of ‘ premature disability, disease, and death, our taxes continue to
subsidize the tobacco Industry = and people continue to smoke.

Apart from cancer» smoking 1s also a wmajor cause of premature
deaths from heart attacks. The result of combining all the health
hazards of smoking 1s that a 25 year o0l1d male who smokes 15 cigarettes
a day can expect to lose five and one~half years of 1ifel And the
more you smoke, the greater the risk.

GEOGRAPHIC ENVIRONMENT

If cancer incidence is examined -n an 1international basiss there
is a remarkable variation 1n the frequency with which different
cancers occur. For examp'e: n countries with a high 1intake of
dietary fats there 1s usually a higher {incidence of cancers of the
breasts colon, rectums pancreas, uterus, prostate» and ovary.

When people migrated from Japan which has a low fat intaker to
Hawaif which has a much higher fat intake, the pattern of cancer of
the breast, colon, and stomach in these migrants resembled that of the
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indigenous population within one or two generations. Intriguingly,
studies of first generations foreign-born migrants to the United
States have revealed that during their Ilifetimes stomach cancer
mortality 1s consistent with the country of origin, while large bovel
cancer mortality reflected the ccuntry of destination!

Such trends have not only been seen among the Japanese migrants to
Hawaify but they have also been seen among Europeans who migrated to
the United States and Canada.

Table 4 summarises the differences 1in cancer death rates 1In
various countries around the world. Countries are ranked in order of
age-adjusted death rates from all cancers per 100,000 population bised
upon iInformation made available 1in 1976-1977.

Table 4

INTERNATIONAL CANCER DEATHS

Males Females
1. Ure guay Uruguay
2. Scotland Denmark
3. Belgium Scotland
4. Netherlands Hungary
S. Hungary Ireland
6. France England & Wales
7. England & Wa.us Austria
8. Austria West Germany
9. West Germany Chile
10. Singapore New Zealand
11 Switzerland Northern Ireland
12. Denmark B-Tguim
13, Northern Ireland Netherlands
14. Hong Kong Israel
15, Ireland Swedeon
16. New Zealand Costa Rica
17. United States Iceland
18. Poland Argentina
19. Argentina United States
20. East Germany Canada
21. Canada Switzerland
22, Australia East Germany
23. Chile Norway
24. Sweden Venezuela
25, Spain Australia
26. Norway Singapore
217. Japan - Poland
28. Gresce Hong Kong
29. Halta France
30. Israel Paraguay

No statistics are available from China or the Soviet Union.
But 1t 1s thought that the incidence of cancer 1n China is quite
low compared to Western countries.
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These countries are 1i1sted 1in decreasing order of cancer
mortality. Uruguay which tops the Yist for both men and women,
had 29+ deaths per 100,000 males, 2nd 180 deaths per 100,000
females. With the exception of Venezuela and Honduras: male
detths were significantly higher than ’emale deaths. In the
United States, for example, there were 213 male deaths far every
136 female deaths 1n 1976-1977. However, in 1983, 432,500 new
cases of female cancer, and 422,500 caser of male cancer were
predicted. This meens that women generally survive cancer better
then wen.

When one considers the influence of geography within the
United States there ere some interestirg regional vartations.

ESTINATEO CANCER INCIOENCE ANO DEATHS FOR 1983
WITHIN THE UNITED STATES

State New Ceses Oeaths Oeath Rate/100,000
l. Otstrict of Columbia 3,200 1,600 260
2. Rhode Island 4,700 2,400 248
3. Florida 51,000 26,600 237
4. Pennsylvania $3,000 27,000 227
S. Nev Jersey 32,000 16,400 219
6. Maine 4,800 2,500 217
7. Massachusetts 24,000 12,600 215
8. Mew York 74,000 37,500 212
9. Connecticut 13,000 6,700 210
10. Wissoury 20,000 10,500 210
. 1l. Arkansas 9,000 4,700 203
12. Nebraska 6,000 3,200 2¢°
13. Ohto 42,000 21,500 200
14. Iowa 11,200 5,700 199
15. West Virginia 7,700 3,900 199
16. Oelavere 2,400 1,200 198
17. Marylend 16,700 8,600 197
18. New Hampshirse 3,600 1,900 196
19. INinois 44,000 22,500 19§
20. South Oakota 2,600 1,300 193
21. Indfana 20,000 10,400 192
22, Kentucky 13,600 7,000 191
23. Kansas 8,700 4,600 190
24. Alabama 14,300 7,400 186
25. Oregon 9,800 5,000 186
26. Wisconsin 18,000 9,000 186
27. Tenness~e 17,100 8,600 184
28. Oklahom- 11,600 6,000 183
29. VYermont 2,000 950 181
30. Michigan 32,000 16,400 181
31, Mississipi 8,900 4,600 180
3° North Oakote 2,500 1,200 179
? Minnesota 14,000 7,300 177
Zaltfornia 85,000 44,500 178
Y Carolina 20,000 10,400 170
. sfana 14,800 7,600 167
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37. Washington 14,400 7300 165
38. Arizona 9,000 4900 165
35, Montana 2,690 1,300 162
40 Virginia 17,200 8,900 158
41 Georgila 17,300 9,000 155
42, South Carolina 9,500 4900 150
43, ldako 2,700 1,400 141
44. Texas 44,000 22,400 140
45. Nevada 2,600 1,300 136
46, New Mexico 3,500 1,800 129
47. Colorado 7,600 3,900 124
48, Wyoming 1,300 650 120
49, Hawaii 2,400 1,200 118
50. Utah 3,000 1,500 9.
§1. Alaska 600 300 69

. These data are not age-adjusted. Tais wmeans that a state

. 1ike Florida has a higher cancer death rate because more elderly

. people retire there. Other states such as Utah have a lower
cancer death rates because the diet of Mormons 1s much closer to
a canceer prevention diet than the diet of the rest of the
population. Alaska also has lower figures, possidbly due to a
Tower average ages Jr to a diet that 1s higher in fish; but this
is speculative.

RAOCIATION EXPOSURE

There 1s no completely safe level of radiation. And since
nearly all cancers can be 1induced by radiation, the level to
which ve are exposed is of considerable importance. About 3% of
hy man cancer 1s caused by radiation.

A1l of us are exposed to what 1s called background radiation
every day. Background radiation comes from cosmic rays and the
greater the altitudes the greater the erposure. Some background
radiation also comes from the earth 1tself, bdut so far no
sclentific evidence exists that 1inks human cancer to natural
background radiation.

The advent of nuclear weapons has resulted in a small
increase in background radiatior from atmospheric testing, but so
far there is no evidence to link this with human cancer, apart
from an apparent increase in leukemia among peopie who lived
downwind from the Nevada test site.

Survivors of the atomic bombs that fell on Hiroshima and
Nagasaki have shown an increased risk of leukemia, and thyroid,
breast and lung cancer.

Some occupations have been found ¢to be particularly
hazardous, An increased risk of bone cancer has been found 1in E
luminous watch dial painters. And radiologists themselves have
an increased risk of developing 1leukemia and skin cancer,
Uranius miners who work with radio-active wmaterial, have an
increased risk of lung cancer - even 1f they do not smoke.
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Finally, solar radiation 1s the main source of ultra-violet
radiation which can cause skin cancers partizularly in
fair-skinned people.

HORMOMAL FACTORS

If the ovarifes were removed at birth, the risk of a woman
developing breast cancer would be virtually eliminated. This
11ustrates the extraordinary influence that hormones have on the
growth and development of cells, and on the risk of them becom! ;
cancerous.

Women who reach the menopause vithout ever having experienced
pregnancy, have a higher risk of breast cancer than those who
have been pregnant. And the more children you have hads the
lover the riske If you had your first pregnancy before the age
of 20, the risk 1s lower sti1ll. Women vho have never menstruated
have a three to four fold greater risk of developing breast
cancer after the age of 55. But {f menstruation starts late in
adolescence, or {f the menopause {e early, the risk of breast
cancer s reduced.

Tha uee of birth control p1lls that are high in progesterone
has been shown to increase the risk of breast cancer, but this
rlsk has probably been eliminated by the reduction In
progesterone 1in the low=-dose 'mini' p1llis. Birth con!. 0ol pills
may also help to reduce the risk of cvarfan cance » but it 1is
unclear to what extent the changes 1n hormone strengta and
balance w111 influence these effects.

Finally, ths use of DES [diethyl-etilbestrol] by pregnant
mothers hae been responsible for the tragic development of cancer
of the vagina and cervix in their daughters during childhood. Of
courser, thie risk factor has nowv been eliminated.

SEXUAL BEHAVYIOUR

Human attitudes to eexuality can iInfluence the risk of
cancer, Promiscuitys starting at an early age, 1s associated
wit,, an increased risk of cancer of the cervix. And cervical
cancer accounts for approximately 1.58 of cancer deaths.

Interestinglys this disease 1s also more common in women who
have had several children, and less common in women who have had
only one child., In facts tinis observation may relate more to the
number of sexual partners than to pregnancy and childbirth. It
1s not known whether the risk for women who have only one sexual
partner 1s 1increased 1if that partner previously had multiple
partners. Nevertheless, in virgins, it 1s an extreme rarity.

Actually, men cannot entirely escape their responsibilities.
For =ervical cuncer 1s more common vhen male partners are
unci cumcised. Hygiene 1s obviously an 1important factor, since
cancer of ¢the pen’s [a rare diseasel occurs only in the
uncircumcised.
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The outbreak of AIDS [acquired {1mmuno-deficiency syndrome)
among sexually active male homosexuals in the early 1980's has led
to a dramatic iIncrease in the incidence of an otherwise rare form
of fatal cancer called Kaposi's sarcoma. Furthermore» victims of
AIDS have an {increased susceptidility to iInfection, particularly
with a dangerous, 11fe-threatening form called Pneumucystis
carinii. In case you are a complacent hetervsexual, you may be
interested to know that AIDS 1s nowv iIncreasing at the same rate iIn
heterosexuals as in homosexuals.

The cause of this immune impairment among affected homosexuals
and heteroseuals is now thought to be due to a -etrovirus known as
HTLY III, recently identified at the Pasteur Institute in Paris,
and also at the NKational Cancer Institute 1n the United States.
Having multiple sexual partners increases the risk of acquiring
AIDS, so clearly this 1s a risk over which we have considerable
control. The recent f#niroduction of a blood test for the 2IDS
virus will make screening for infection much easier. Yet, we are
st111 uncertain whether all those with positive blood tests will
necessarily develop the disease.

Apart from AIDS, male homosexuals are also at an increased
rish of developing cancer of the tongue and the anus.

ALCOHOL EXCESS

While a glass of wine each day may actually help to reduce
your risk of heart disease, an excessive 1indulgence 1n alcohol,
especially when combined with smoking 1s thought to cause about
3% of all cancsr 1n the United States.

Alcohol increases the risk of cancer of the mouth, pharynx,
larynx, esophagus, and liver.

OCCUPATION

Although most occupations do not increase your cancor risk,
some do. Current estimates suggest that as much as 5% of all
cancer In the United States 1s due to occupational exposure.

Dccupational cancers mostly result from exposure to toxic
chemicals in manufacturing industries, or from exposure to certain
types of dust 1n mining. The degree of risk can range from minor
to majore For example, as much as 2D% of male bladder cancer has
been attributed to occupational chemical exposure! Some of the
better known occupational cancers can be seen in Tadble S.
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Table §
SOME OCCUPATIONAL CANCERS
Occupation Type of Cancer

Rubber workerss Dye
manufacturerse Coal gas

workers. Bladder

Asbestos vorkerse anyone exposed Lung, mesothelioma,

to asbestos. esophagus, stomachs
colon.

Glue and varnish workers. Leukeria,

Cadmfum vorkers Prostate.

Chromium exposure Lung.

Radfation exposure in uranfum Lungs bone, marrow.

miners, Tuminiserss radiologists,

Nanufacturers of isopropyl alcohol. Nasal sinuses.
hardvood furniture makerss
Teathe vworkers.

Nickel refimers. Lung, Nasal sinuses.

Farmers and seamen, anyone exposred
to ultra=violet light Skin cancer.

Makers of polyvinyl chloride (PYC) Liver.

Since there are over 50,000 known chemicals with wmore being
added every week, and since only asbout S00 have ever been tested
vor thefr cancer=-causing potentfal, 1t 1s obvious that we do not
nave & clear 141ea of the risk posed to us by their existence.
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INFECTION

Apart from the AIDS virus, other {infactfons ara sometimes
carcinogenic. For exampla, hepatitis {ncreases tha risk of liver
cancer, schistosomes {increase the risk of ob0ladder cancer, but
bactertia do not directly increase your risk of lung cancer.

However, normu«” resident bacterfa in our {ntestines often
play an tmportant rule fn the breakdovn of dietary carctinogens.

Viruses, on the other hand, hava excited a great deal of
sclfontific {interest. Yot there s very 1ittle evidence that
they play a direct role 1n the causation of human cancers
despita intensive study during the past twenty five years.

POLLUTION

The afr we breathe, the water wve drink, and the food we eat
are all contaminated to some extent with the products of our
civilisation.

Afr pollution at 1ts most severe can drastically reduce
visibi11ty, {rritate the eyes, and precipitate pneumonia f1n the
elderly. The London fog of 1952 killed thousands of Londoners,
but not from cancer.

It has been noted that althougin lung cance: s more common fin
our cities than fn the countryside, 1t still remains very low
among wurban non smokers. This observation suggests that afr
pollutants may work with the chemfcals in tobacco smoke to cause
lung cancer, rather than dfrectly to cause Tung cancer
themselves. Yet, 1f one compares the death rate from lung cancer
in the State of Mafne with that in .ew Jersey, the rates appear
comparable. Evidently, at least with respect to lung cancer, the
purys afr in Maine does not confer any benefits over the more
pollutey afr in New Jersey.

Nonetheless, one partfcular afr pollutant which cannot be
fgnored 1s asbestos. Even small amounts of asbestos on the
clothes of factory workers have been held responsible for the
increase in the incidence of mesotheltoma [usually a rare form of
cancre ) among family members. Furthermore, many school bufldings
around the United States have asbestos tnsulation which could put
the lives of our children at risk {f the problem s 7ot urgently
rectified.

Water pollutfons on the other hand, 1s still the cause of a
great deal of dfisease around the world. The avefladbflity of
clean vater and proper sanftatifon has probably done more to
fmprove our health than anything else. In the I{ndustrialised
countrias, we belfeve that we have the finsst, cleanest water
avaflable. Unfortunataly, this precious resource s hafag slowly
destroyed by {tndustrfal pollutfon which threatens | ..h wild 11fe
and human health.
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Although anxfety about water pollution as a possible cancer
risk was first expressed in 1960, the number of carcinogenic
substances appearing in our drinking water continues to rise.
Over 700 synthetic organic chemicals have been {dentified in the
American water supply, and about 40 of these are either known or
suspected carcinogens! Apart from asbestos fibers which often
contaminate the vwater supply near large cities» other
cancer-causing chemicals L[vinyl chlorides benzene, and
chioromethy) ether]l have been found.

Some minerals are also present in our water. Probably the
one which has the most certain assocfation w .h cancer s
arsenic. In Tafwan, wvater contaminated with arsenic has caused
skin cancer,

Despite the fact that there 1is 1ittle ovidence that water
pollution has caused human cancer in the United States, this f{s
not a reason for complacency. As the concentration of pollutants
increasess the risk of cancer will surely increase too. The nevw
epidemic of cancer in the fish population should be a warning to
us aNn,

In 1984, twelve years after the Clean Water Ac% 1t was
noticed ¢that the fish which were returning to once polluted
waters such as the Hudson river and Michigan's Torch laker were
suffering from a very high cancer rate. And the fish that were
most affected were those that lived nearest to the bottom where
the concentration of chemical contaminants s highest.

In the Hudson river, for exampler more than 80% of the
Atlantic tomcod that are more than two years old have liver
cancer. And 1in Everett harbours Washington, m~:e than two thirds
of the English sole have damaged livers that are usually
cancerous.

When water ,o0llutants were concentrated and painted onto the
skin of bullheads. many o tha fish developed cancer within a
year jJust as wild bullheads do. Although the fmplications are

‘rather alarming, some fish such as striped bass do not develop

tumors In the way the bullheads dor so other factors also
influence the effect of chemical pollutants.

appenec to fish may not happen to man. But alarm
sed risk of cancer among people whose homes are
bufit on chemical waste dumps, and the f{mplications that this
surely has for water pollutions, should make us determined to act
now rather than wvaft for human tragedy to occur before making the
right dectsions.
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HEREOITY

Not evervone is at the same risk of developing cancerr no
matter what i1%e cause. This 1s also true for animals that are
studied 1in the laboratory. When you expose a group of laboratory
mice to a carcinogen, some of them develop cancer. If you
increase the dose of the carcinogen, more of them are affected.
¥hy?! The most important reason is that there are subtle genetic
differences betwveen them.

Human cancer 1s caused by a variable mix of hereditary and
environmental factors. Heredity 1s pot 1luck. The environment
you can partially control. However. except for differences 1in
some specific cancer risks for men and vomen, we usually do not
know which 1{nherited characteristics provide vulnerability or
protection.

There are a few rare diseases which are inherited, and which
predispose to certain cancers. There are also a few fam‘lies in
which, for no apparent reason. there 1s an abnormally high cancer
risk.

However, there are some types of breast cancer colon cancer:
and brain cancer that can be inherited. Some 1ndividuals with
stomach cancer and lung cancer may also have an inheritable form.
For example, the risk of colon cancer or breast cancer can
increase as much as twenty to thirty=fold in these families.

In a few instances racia) differences can appear to protect
against a specific cancer. For example, dark-skinned races are
protected from the harmful effects of sunlight and seldom develop
melanoma [except on depigmented palms and soles) and orfentals
very seldom develop chronic lymphocytic leukemia wherever they
happen to 1ive. Obviously, these differences must be the result
of some genetic rather than environmental difference.

$OCIO~ECONOMIC STATUS

The evidence 1inking socio=economic status to cancer 1s
1imited. Of course, dietary differe’.ces between different sccial
and economic groups must certainly .<%st in the United States.

Stulfes of two relatively uncommon forms of cancer known as
Hodgkin's disease and testicular cancer have revealed that they
occur more commonly among those with abcve average education who
are in higher socio-economic groups. Cancer of the colon: the
skin cancer called melanomd, and cancer of the uterus are more
common, and are also found with greater frequency in these
socio~economic groups. So far there is no explanation for these
intriguing odservations.

In contrasts both esophageal and stomach cancer are more
common in lover socio-economic groups 1in virtually all countries
of the world. This 1s most probably the result of a combiration
of smoking, alcoholr and a poor diet that lacks an adequate
amount of fruit and vegetables.
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CONCLUSION

There 1s a greet deal of evidence that we could control our
cancer risk and our heart disease risk to a considerable de,ree.
Best estimates are that ve could reduce our cancer risk by about
708, our heart disease risk by about 60%, and our risk of fata!
blood vessel disease (stroke) substantially.

Bad nutrition and smoking are by far the eajor culprits. And
they appear to be the major cause of other degenerative disease as
vell = all of which contribute enormously to the total cost of
health care in the United States.

Oespite major strides in our understanding of cancer and heart
disease, a great deal remains to be done before progress in
treatment can adequately control thes. In facte 1t 1s highly
unlikely that these diseases vill be completely curable, even into
the twenty first century. VYets the three major kfllers = cancers
heart disease and strokes are already mostly preveatable.

There 1s no doubt in my mind that enormous long ters savings in
health care costs would result from a far-sighted policy of disease
prevention. This §s where the federal government should
concentrate more resources. To 1mplement such a policy would
require a shift in emphasis in academic institutions awvay froms
esoteric researchs which w111l require some new 1incentives. The
food and restaurant industries must also assume SOme responsibility
for the pubifc health =- and they vwill certainly respond to the
demands of an educated consumer. Let us, as a matter of urgency,
formulate policies that w11l vigorously apply our present knowledge
to the prevention of these common, daadly, diseases that threaten
each and everyone of us.
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The CHAIRMAN. Dr. Creenwald, what are you doing to educate
the public with regard to the die*ary guidelines for Americans?

Dr. GREENWALD. The National Cancer Institute has a Cancer
Preventior Awareness Program geared just to that. It is in two
parts. Last year, the pablic mass media part was kicked off; it is a
nationwide program which includes within it a toll-free telephone
D oee rocently, (b oo f the program was begun. This

ore recently, the second part of the was . Thi
focuses on selected populations with partgc ar problems. It began
addreesing the black population and the needs of that population.
It focuses on certain industirial and other groups.

The CHAIRMAN. Your testimony lists several areas, su:ch as vita-
mins and fiber supplements, where you indicate it would be prema-
ture to make recommendations. Do you know when you will be
able to make recommendations in those instances?

Dr. GrReENwWALD. Yes; our opinion now is that most of the evi-
dence comes from looking at populations that got their vitamins
and minerals through their diets. That is where we have the re-
search evidence, and that is why we make the recommendations
for foods rather than supplements.

Our cancer prevention trials are in progress. The first ones will
end in 1989 to 1992, so I think it will be around then when we have
more precise answers.

The CHAIRMAN. There are a number of centers, both inside and
outside the United States, which offer alternative forms of cancer
treatment. Could you give us your opinion of these centers?

Dr. GReeNwALD. Well, I think it is very important that people
with cancer—and I want to emphasize, we are now on treatment,
not prevention—but that people with symptoms or with cancer
have the best in dingncsis and state-of-the-art therapy.

Our big%est concern is not having that diagnosis and therapy in
order to choose some other unproven method. So that is a major
concern.

Where the National Cancer Institute has looked into some of
these things, we generally have not felt that the evidence held up.
We could not co the diagnoses or the claimed results.

The CHAIRMAN. Mr. Fink, how can a cancer patient, from your
experience with your daught.r and others, distinguish between a
cancer center which is doing real researck, beneficial research, into
the benefits of nutrition and one that is simply preying on the
fears and suffering of cancer victims? Can you give us some advice
there, becausgvyou have had a lot cf experience in this area.

Mr. FiNk. Well, it is a very good question, Senator, and a very
tough one. We looked at a great many places, and all of them to
one degree or another seem to have their successful testimonials.
They seem to have people who are getting better on those thera-

pies.
You fall into a real gray area, it seems to me, because what hap-
ns is there are some le given over to hyperbole that seem to
representing ﬁerfect y legitimate, in my estimation, therapies
t}tg:tl:ﬁ seem to work, so that casts a credibility problem in that kind
of thing.
It is too complex and difficult a question for me to give a really
good answer tc, but it is a good one.
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[Additional information supplied follows:]

AppENDUM TO PREVIOUS REsPoNsE BY Mr. FINk

I gave an inadequate and terrible answer to Senator Hatch’s question.

To be more specific, in order to find the right clinic or therapy, we encourage each
patient to inquire whether that ther:g:' or clinic has been succeesful in treating his
or her type of cancer and whether there are references he or she can contact for
information and verification. Equalli“important in choosing a treatment or therap{
are: a patient’s financial situation, his/her capacity for self-care, the extent of ill-
ness, the necessity for support and the amount required both at the clinic and at
home, his/her belief system and prejudices, and without added stress, wnat changes
in diet and lifestyle could be comfortably tolerated. We urge each patient to consid-
er these factors before making a choice.

The CHAIRMAN. OK. Dr. Alabaster, it is becoming clear that diet
affects everyone’s risks of cancer. Do we know enough, in your

opinion, at this point to recommend dietary ¢ for the gener-
pub'}ic, or do we need to have more knowl and more re-
search?

Dr. ALABASTER. I think we do know ‘enough to make recommen-
dations. Any recommendation that is made in 1985 is inevitably an
interim recommendation insofar as we may modify those recom-
mendations in the light of future knowledge. But we have to see it
in the context, I think, of dietary anarchy which currently prevails
in virtually all Western countries. Tnat is, people feel they have
the right to eat anything; food manufacturers feel they have the
right to produce anything as long as there is demand for it.

I think there is a responsibility that each and every one of us has
to make ourselves aware of what we know and to act on our best
current knowledge. I think that if we use the argument that we
have to have perfect knowledge before we make a recommendation,
first of all, this would be unique in human experience, because we
make decisions on the basis of what we know every day for all
sorts of human activities, ard I do not see why recommendations
regarding a healthy diet should be any different. I am personally
convinced that we should now make recommendations based on
what we know, because the recommendations that will benefit
cancer risks will also benefit heart disease risks. There is no com-
petition, really, between the two. Although the evidence comes
from two different sources, it converges into a common dietary rec-
ommendation which I think we can now make.

Tne CHAIRMAN. I thought it interesting that the increase in
cancer in lower socicecunomic groups may be due primarily to
smoking, drinking alcohol, and not really eating enough fruits and
vegetables or other fibrous materials. Now, these are problems
which I think could be solved with education in our society.

Are the current education pregrams adequate, or do we need to
specifically target these groups in order to accomplish a lot?

I notice yuu are nodding up and down, Dr. Greenwald.

Dr. GREENWALD. I think your obeervation is accurate, and we
:deed more emphasis. In other words, the groups have to be target-

There is also an area of research which I would call “applied” or

“cancer control” research that helps us to know what is most effec-
tive in reaching those groups and bringing about behavioral
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change, and that is, I think, a legitimate sort of a research ques-
tion, as well.

The CHAIRMAN. Dr. Alabaster.

Dr. ALABASTER. Well, first of all, I would support the idea of tar-
geting groups because clearly, there are major differences in cancer
risks around the country. If you look at the District of Columbia
and contrast it witk. Alaska or, for that matter, your own State,
there is something like a fourfold difference in cancer rate. So
there clearly are major factors in lifestyle and in environmental
factors which need to be controlled, and where we can identify it, I
think people should be educated.

I am also certain that an educationa program has to be substan-
tial to be effective, because we are bombarded daily by food manu-
facturers and we are pressured by restaurants who have their own
ideas about what the public wants and what the public should
have. And clearly, the temptations to go the wrong way in terms of
diet are enormous.

So that if you view 20 television commercials that are telling you
to eat decadent food, and one pamphlet through the mailbox which
tells you you ought to eat sensibly, clearly, your diet will not im-
prove.

So I think the scale of education has to be sufficient to have any
hope of being influential. Only among the highly educated is there
likely to be sufficient self-motivation.

The CHAIRMAN. Well, we are hoping that this type ot a hearing
will do much to help the public understand that there are some
real answers here, and that you people have been giving some real
answers.

I want to thank each of you for coming. We appreciate the ef-
forts you have put forth.

Dr. Alabaster, I have not read your book yet. I have skimmed it,
but I am going to read it.

Thank you so much. We appreciate having you here.

Our final panel will discuss the role nutrition and fitness play in
the prevention of cardiovascular disease.

Our first witness is Dr. Claude Lenfant, Director of the National
Heart, Lung and Blood Institute. Our second witness is Mr. Robert
Pritikin, the executive director of research and development and
the Pritikin Center, and our third witness is Dr. Ernst Wynder,
president of the American Health Foundation.

I would like to thank each of you for coming, and I might men-
tion that each of you has had a dramatic impact on me as far as
health, health promotion, and disease prevention. And I want to
pay particular tribute to Nathan Pritikin, because he came to visit
me a number of years ago, an. I have to admit that his book, “The
Pritikin Promise,” among others, was one of the first books that I
read before I started on my own dietary approach, or at least my
own nutritional approach, along with Dr. Fisher’s hook, and they
have been very influential to me.

Let us start with you, Dr. Lenfant. I am going to limit you each
to 5 minutes. I am sorry that it has been such a long day, but that
is just Ifcl;:f way) our lives are, and I apologize for that.

. ant?
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STATEMENT OF DR. CLAUDE LENFANT, DIRECTOR, NATIONAL
HEART, LIUNG AND BLOOD INSTITUTE, BETHESDA, MD; ROBERT
PRITIKIN, PRITIKIN RESEARCH FOUNDATION, AND DR. ERNST
WYNDER, PRESIDENT, AMERICAN HEALTH FOUNDATION

Dr. LEnraNT. Thank you, Mr. Chairman. I am very pleased to be
here today to tell you about our views on such important topics as
good nutrition and physical fitness

The scientific community and the public both perceive that posi-
tive changes in diet and in fitness conditioning offer great promise
for promoting health and preventing some cardiovascular diseases.

e at the institute conceive fitness very broadly. It includes
maintenance or improvement of health through appropriate physi-
cal activity, a proper diet, smoking cesst tion, psychological baiance,
and for some segments of the population, compliance to prescribed
medical regimens.

Recently, a consensus among scientists has been reached that
elevated blood cholesterol puts one at increased risk of heart attack
and heart attack death.

The institute is therefore launching this week a National Choles-
terol Education Program, in fact, this Friday.

A recent survey tells us that 65 percent of the public say that
they have never had their blood cholesterol checked. Our initial ef-
forts in this program will be to tell the public about the ..aplica-
tions of high blood cholesterol, encourage people to have their
blood cholesterol measured, and if it is high, to see their physician
and take the necessary steps to lower it As part of this program,
we will also encourage physicians to become more familiar with
the implications of elevated blood cholesterol. And indeel, it is a
sad thirg to note thar perhaps 30 to 35 percent of general pracii-
tioners are clearly aware of the relationship between increused
cholesterol and increased risk of heart disease.

I would like to share with you some recent findings concerning
the effect of physical activity and diet with regard to cardiovascu-
lar fitness.

There are a number of ways in which physical fitncee improves
cardiovascular health. Persons who exercise regularly and who are
lean tend to have lower blood pressure and better klood iigid pro-
files than those who are inactive The physically active also prob-
bty smoke less or often not at all. Thus, physica! activity favor-
ably modifies three major risk factors.

There is ample evidence that habitual vigorous, and I should say
even moderate exercise is sssociated with an overall reduction in
coronary heart disease deaths.

As you know, Mr. Chairman, coronary heart disease is the
number one ccuse of deaths in this country. The total number of
deaths was mentioned earlier this morning—550,000 a year. And I
was reflecting while witnessing this hearing that during tte last
2% hours, probably 150 people in this country died from coronary
heart atlacks.

Sedentary persons who are hypertensive or obese have a greater
risk of cardiac arrest than those who have these risk factors, but
are physically active.
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However, I should bring up a note of caution. Other evidence
suggests that when physical exercise is strenuous, it might precipi-
tate a heart attack, and we have seen during the last few months
some examples of sudden heait death in persons who had latent
coronary disease.

For this reason, clinical evaluations should be made before older
sedentary persons are enoouraged to undertake vigorous exercise.

With regard to nutrition, it is well-known that fat accumulates
in adipose tissue when consumption of calories is excessive. Plasma
cholesterol concentrations rise as the proportion of calories derived
from saturated fat increases, and decline when the proportion of
calories from polyunsaturated fatty acids is increased.

The awareness of blood cholesterol and the biology of that choles-
terol has certainly increased during the last few weeks when two
grantees of the institute, Drs. Brown and Goldstein, won the 1985
Nobel Prize for Medicine for their work on the understanding of
cholesterol metekoiinm,

Recently, researchers have also become interested in polyunsat-
urated fa‘tv acid from fish oil. It has been shown that dietary fish
oils and vegetable oils lower concentration of plasma cholesterol
and low-density lipoprotein.

As well, an inverse relationship between fish intake and coro-
nary heart disease has been shown in some populations, in Green-
land Eskimos, and in a township in the Netherlands.

The CHAIRMAN. Thank you. Dr. Lenfant. Your time is up. We
will place the rest of your statement into the record. We appreciate
the efforts you have made to be here. I do have some questions for
you, though, before we finish.

'The prepared statement of Dr. Lenfant follows:]
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Mr. Chairman, and members of the Committee, I am very pleased to have
the opportunity to speak to this Committee on topics as important as nutrition

and fitness, which are both relevant to, and addressed by, programs of the

National Heart, Lung, and Blood Institute. Indeed, both the public and the
scientific comunity perceive changes 1n nutrition and fitness as offering
the greatest promise for promoting good health and preventing the chronic
diseases that are major public concerns.

In research programs fostered by the Institute, “fitness" is conceived
broadly to include maintenance or improvement of health through such
behaviors as physical activity, smoking cessation, healthful diets,
psychological balance, and, for some segments of the population, adhering
to prescribed medical regimens. To the extent that they contribute tc
improving cardiovascular fitness, these studies have great potential for
reducing deaths and disabi1ities attributable to heart disease.

We believe that the decline in mortality from heart disease since
the mid-1960s 1s the result of research that has led to more effective
treatment as well as to the increased public understanding of behavioral
changes affecting the primary risk factor: tor cardiovascular disease.
It 1s, however, disappointing that heart disease remains the leading
Caase of death 1n this country with an ecoiomic burden estimated at
$60 bi111on annually. Of the approximately 11.1 million persons with
diseases related to atherosclerosis, almost half are under 65 years of
age. Moreover, the majority of coronary deaths occur in the first 24 hours
after a heart attack. Large reductions 1n the number of such deaths may
only be possible through prevention, to be achieved by improved cardio-

vascular fitness thiough reductions in high blood cholesterol and hyper-
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tension, arﬁ by control of otier risk factors, such as obesity ind cigarette
smoking.

Before diecussing 1n det211 same recent rese:rch on diet and fitness,
I wish to bring to the attention of the Committee a new initiative that
we belicve holds great promisc as a means of reducing and possibly
preventing coronary heart disease. Because there has been a growing
consensus among scientists that elevated blood cholesterol puts one at
increased risk of heart attack and heart attack death, the Institute is i
the proc.=s of Taunching a Mational Cholesterol Education Program {NZEP)
modeled Targely on the very successful National High 81o00d Pressure
Education Program but with its “acus on blood cholesterol. When the
blood pressure prog-am began there were important questions to address
about when and how to treat. 3imilar questions are now being posed for
blood cholesterol. Information from a 1983 survey tells us that 65 percent
of the public said they have never had ineir blood cholesterol checked.
Qur 1nitial efforts in the blood cholesterol educatiun program will be to
tell the public about the implications of wigh bicad cholesterol, encourage
them to have their blood cholesterol measured, and, if it {3 nigh, to see
their ph s cian and take steps to lower it. As part of this proyram we
will be encouraging physicians to become more familiar with the imoli-
cations of elevaed biocod cholesterol, because survey data suggest that
physiciars attribute less benefit to resuit from Towering elevated blood
cholesterol than does the public.

Th; Institute plans to appoint a panel which, with {nput from the

coordinating comittee of the NCEP, will develop guidelines for physicians

who treat eievated t10ood cholesterol. It{ is anticipated that they will
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be similar to tie periodic reports on high blood pressure issued by the
Joint National Committee on the Detertion, Evaluatiun and Treatment of
High Blood Pressure.

I wish now to discuss briefly some recent research findings relative to
diet and physical activity that help to explain how these factors contribute
to cardiovascular fitness, One source of such contributions are demonstra-
tion projects that apply the findings of research to clinical situations
in which recommendations for diet and physical activity are included and
sometimes interwoven. This occurs, for exanole when an interventior godl
is to reduce obesity or to prevent its development. This necessitates
either choosing foods with fewer calories or increasing physical activity,
or -- preferably -- both.

Physical Activity

There are a number of mechanisms by which physical fitness may be
able to improve cardiovascular health. The influence may be direct,
through exercise, or may be a consequence of modifications in lifestyle
that accompany attention to physical fitness. Individuals who exercise
regularly are usually tean, tend to have lower blood pressures, and more
nearly optimal 1ipid and lipoprotein profiles than those who are inactive.
The physically active also tend to reduce cigarette smoking. These obser-
vations suggest'that increased physical activity may favorably modify
plasma cholesterol, blood pressure and smoking -~ thrae major coronary risk
factors.

Physiologic changes produced by exercise training include reductions
in heart rate, systolic blood pressure, and myocardial oxygen requirements

at rest and at submaximal work levels, as well as an increase in physical
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working capacity. These changes are bel{eved to be beneficial for the
cardiovascular system because in active persons, compared to the more
sedentary, the contractfon of the heart expels a larger volume of blood, and
rhythm of the heart 1s more stable. In addition, psyc gical status ‘s
improved and, {n patfents with angina, there 1s a reduction of symptoms.
Physical activity also seems tc {i.:rease the amount of fibrinolytic activity
80 that the blood {s more 1ikely to dissolve a clot or prevent formation of
4 thrombus in a sessel.
Tnere 1s an increasing body of evidence that habitual vigorous exercise
and also woderate, regular exercise {20 to 30 minutes, 3-4 times a week) are
associated with an overall reduction in coronary heart disease deaths.
Data from fnvestigators at the University of North Carolfna, Chapel Hil1,
indicate that persons with certain risy factors are most lihely to benefit
from vigorous exer:ise. Sedentary persons who were also hypertensive or
obese had a substantial fncrease fn risk of cardiac arrest compared to
those who had these rish foctors but were physically active. However,
there {s some evide~ce that when phys’:al exercise {s strenuous it might
precipitate myocardial {nfarction and cardiac arrhytimia 1n persons with
latent corondry disease. For this reason, c1{..cal evaluation should be
considered before older sedentary persons who are at increased risk of
coronary heart disease are encouraged to undertake vigorous exercise.

The Institute {s supporting basic physiologic fn.estigations cf
dcute and chronic adaptations of the cardfovascular and pulmonary systems
to exercise {n order to 1earn the mechanisms involved in the interactions
between the respiratory and circulatory systems during exercise. Of

special interest are the mechanisms which regulate and 11mit the oxygen
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transport system in the body during exercise. iUnderstanding these
processc will contrihute to effective treatment of disease in cardiac
patients and in patients with chronic obstructive pulmonary disease. It
mty also lead to important practices to prevent heart and chronic pulmonary
diseases.

Some evidence suggests that exercise helps in reducing high blood
pressure and stress. Psychologic stresses, which enhance sympathetic
activity in the heart and vasculature, produce acute increases in blood
pressure, but whether stress plays a role in hypertension development {s
still unclear. In a2 recent study, mental stress was associated with
sodium and water retention in young men with borderline hypertension or
who had hypertensive parents. The Institute {s also supporting research
to learn whether there 1s an interaction or possibly a synergism between
stress and behavioral challenges such as caffeine, scdium or nicotine,
which are known to exacerbate risk, particularly {n those who are at high
risk for carciovascular disease.

Nutrition

The association between nutrition and cardfovascular disease {s
exemplified by the dietary influences on blood 1{pids. As {s well known,
there {s deposition of fat 1n adipose tissue wnen consumption of calories
1s excessive. This in turn stimulates the body to make more triglycerices
{hepatic synthesis) and results in fncreased levels of plasma triglycerides.
Plasma triglycerides can be {ncreased by dietary fat, carbohydrate and
alcohol. Whether plasma triglycerides are ¢ risk factor for heart disease
1s uncertain. Mzachanisms for excessive calorfes to contribute to high

plasma cholester>l--an established coronary risk factor--possibly through
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11pid metabolism changes, have not been elucidated. Plasma cholesterol
levels are often elevated 1n persons who are obese, and in some lean persons.
The major dietary factor that raises blood cholesterol levels is not calorfes
per se, but the calorfes contributed hy saturatcd fatty actds. In fact,
plasma cholesterol rises as the proportion of calorfes derived from saturated
fat {ncreases. Conversely, plasma cholestero! levels can -e lowered by
including less saturated fat in the diet (choosing lean meat and Yow-fat
dairy products). Polyunsatirated futs (in vegetable ofls such as corn ofl
and saffiower of1) lower plasmz cholesterol if substituted for some of the
saturated fat. It appears unwarranted to completely replace the portion of
saturated fat removed from the diet with polyunsaturated fat. Fat whether
polyunsaturated or saturated contributes 9 calorfes per gram compared to
about 4 calories per gram for carbohyirate or prote;n and 7 calorfes per
gram for alcohol. Researchers are studying the effect{veness of other food
substances 1n lowering blood cholesterol. Some of these such as oatbran
might be eventually included as part of our diet, others such as pectin
(found 1n apples) or guar gum (used as an emulsifier in some food prouucts)
might need to be given in pharmaceutical doses to be effective. However,
eating less fat and less saturated fat are changes 1n dfet that can be made
today.

Natfonwide awareness of advances in our understanding of 11pid
metaholism and of dietary influences was enhanced when 1t was announced
that two Americans, Michael Brown and Joseph Goldstein, had won the 1985
Nobel Prize for Medicine. Their research has elucidated the role of special-
1zed receptors for low density 1ipcproteins (LDL) 1n regulating levels of

circulating cholesterol. These receptors project from the surface of
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cells, bind circulating particles carrying cholestrol, and remove them from
circulation. Because the typical American diet {s high 1n saturated fatty
acids, 1t contributes a higher level of low density lipoprotein than can be
handled by the available receptors. Because 1ow density 1{poprotein cho-
jesterol in the blood cannot be efficiently removed from circutation, 1t
contributes o the development of atherosclerosis.

Some new research findings are causing scientists to reconsider concepts
about ~artain vegetable ofls and fish of1s and their assocfations with
heart disease. A study reported in 1985 hy {nvestigators at the Unfversity
of Californfa and University nf Texas, showed that--contrary to earlier
research--monounsaturated and polyunsaturated fatty acids were approximately
equally effective in reducing plasma total cholesterol and low density
1{poprotein cholesterol. Although monounsaturated safflower 011 was used
in this study, a confirmation of these results could g9ive new importance to
other monounsaturated fats such as olive of1 in cholesterol-lowering diets.
Other current research indicates that fish ofls, containing fatty acfds,
that researchers call omega-3, such as found {n salmon and mackere! lower
concentrations of plasma cholesterol and low density lipoprotein and have
the advantage of 1;~er1ng plasma triglycerides as well. OJther research
indicates that fish ofls influence other biological processes such as blood
clotting and piatelet stickiness, which could prevent formation of a thrombus
1n a vessel, and thus relaie to a lower risk of heart attack.

’n {nverse relationship between fish intake and coronary heart
disease in the Greenland Eskimos, and among men fn the town of Zutphen,
Netherlands, (1985) has been postulated to be a consequence of the

effect of reduced platelet aggregability and increased bleeding time,
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which appear to be stimulated by the omega-3 fatty acids. The complete
bfologic explanation for this observed {nverse relationship between fish
consumption and coronary heart disease fs not known as yet. Studies are
underway to elusidate the {nfluence of omega-3 fatty acids on metabolic
processes that affect blood platelet function, thrombosis, and 1ipid
metabolism.

The relationship between diet and blood nressure probably {s attribut-
able to the influence of diet on secondary factor. that have a role in
blood pressure regulation. We know that high sodium intake and obesity
are associated with Figh blood pressure and that changes 1n scdium and
energy (caloric) balance can raduce blood pressure in some persons. Hence,
weight reduction for the overweight person and sodfum restriction are
recommended as nonpharmacologic therapies. Both of these dietary measures
are “ten suggested for those who are at high risk for developing hypertension.

It 15 possible that other nutrients may be established as important in
blood pressure regulation. Presently under investigatfon by the Instftute
are the roles of several nutrients, including calcium, potassium, proteins,
fats and alcohol.

NHLB! Education Frograms in Hypertension and Elevated Blood Cholestero!

The Natfonal High Blood Pressure Education Program has been admin{stered
and coordinated by the NHLBI since 1972. Over the covrse of this program,
general awareness of blood pressure as a risk factor has {icreased markedly.
There has 2130 becr an increase in the number of persons who know their blood
pressure levels, and in visits to physicians for treatment of high blood
pressure. An {mpressive decline in the death rates due to heart attack and

stroke nas occurred over the 11fe of this program. Some epidemfologists
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suggest that as much as one-third of the decline 1n cardivascular mortality
might be attributed to {mprovements 1n controlling high blood pressure.
It is clear that this program has contributed to the cardfovascular
fitness of the U.S. population.

These evident successes 1n our high blood pressure program permit us
to view with much optimism the benefits to accrue from the new program
addressed to elevated dblood cholesterol that I mentioned earlfer.

Community~Based Projects

Community-based and school-based projects provide major environmental
settings where cardiovascular health research s fostered by the Institute.

The Institute supports three large community projects (Stanford,
Minnesota, and Pawtucket). The operatfonal hypothesis s that sensit{zing

an entire community to behavior which 1nfluences cardiovascular risk
factors will produce behavioral changes that will ultimately reduce
mortality and mordidity from cardiovascular disease in that community.

A1l projects include some measure of change in dietary patterns,
smking, and exercise in addition to changes 1n physfological measures of
blood pressure and blood cholesterol. A variety of programs are offered
to improve behavior relative to exercise habits, cigarette smoking, and
diet. Smoking cessation activities have focused on mass medfa campaigns,
community "quit-smoking" contests, smoking ccssation classes, and smoking
prevention programs in the school. Nutrition education and {nformation
have been disseminated through the mass media, a speakers' bureau, and
distridution of written materials, as well as food 1abeling in grocery
stores and menu labeling in restaurants. In some projects smoking cessatfon

kits have been offered through local health departments, weight-loss
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programs through local adult education facilities, and health promotion
programs at the worksite through cooperatfon with major employers.

The Stanford project is an outgrowth of a smaller community study
which demonstrated the potential for community-wide risk reduction and
served as a model for subsequent community projects. The Minnesota
project {s testing the CVD risk interventions in communities of varfous
sizes and adjusting the intervention approach accordingly.

The Pawtucket Heart Health Program, differs from the *wo other
community programs in that the intervention relies primarily on community
~esources and volunteers, and utilizes only one interventfon and one
control community. Its specific goals include a 6 percent reduction in
total plasma cholesterol, a 6 mmHg reduction 1n systolic blood prassure,
a 2 percent reductfon {n body weight and a 2 m1/kg/min {nc.ease in estimated
maximal oxygen intake and a 15 percent reduction in total (fatal and
non-fatal) CVD event rates. This {nnovative project has community-wide
support that could be useful in achieving the cardiovascular fitness
objectives in Pawtucket.

A1l three community projects measure the same risk factors and
use the same methodology for surveillance of mortality and morbidity.

The programs complement each other by testing df fferent approaches to
{ntervention 3nd offer the opportunity to pool dat: for selected analysis
of the community intervention strategy.

School-Based Prajects

Health promotion and disease prevention cardfovascular research
inftiatives in several school-based settings focus on one or more risk

factor interventions, pradominately nutrition, exercise, and smoking.
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Several racial/ethnic groups are involved, including black, white, and
Hispanic populations. The intent {s to change environmental and behavioral
attributes that are most 11kely to {nfluence changes in childrens' realth
behavior. A variety of teaching methods and materials are used 1nvolving
specially trained classroom teachers and other resource people, and testing
peer teaching models or participation of parents or family members.

Only 2 few of the studfes ha,e been completed. The New York and
Chicago groups have published reports. The New York "Know Your Body Program,”
was evaluated 1n 11 intervention and 11 contrnl elementary schools. The
investigators found that after three years of intervention, there were
decreases in diastolic blood pressure and in the ratio of total cholesterol
to high density 1{poproteins 1in the intervention as compared to control
students.

Preliminary results from the Chicago Heart Health Curriculum Program
indicate substantial gains 1n knowledge and some positive changes 1n attitude.
The effectiveness of the "Know Your Body Pro- originally designed for
a suburban white population, {s being tested in a Washington, D.C., anong
black urban children grades four through six. Risi factors {nclude obesity,
Tuck of physical execise, a diet high 1n fats and salt, and cigarette
smoking.

The opportunity for school-based health-learning to improve cardio-
vascular health is an exciting prospect. These Institute-supported
projects will help provide answers to the feasibility of enlisting and
maintaining participation of school staff, students and parents and the

effectiveness of that participation.
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The combination of a varfety of research endeavors extending across
the research spectrum from basic science to demonstration projects will
enable us to answer important questions about improving cardiovascular
fitness for the nation.

In summary, I hope this brief review of some current research
demonstrates to you that the Institute {s learning more about
the nutrients that . < most effective in lowering elevated biood cholesterol
and 1n controlling high blood pressure and also learning abou the people
who can profit most from a regular exercise program. My advice is to
follow the guidelines established {n the DHHS-USDA Guidelines for Americans.
In essence, 1t 1s appropriate for many Americans to consider exercising
more and maintaining a desirable weight.

For persons who have elevated hHlood cholesterol levels, more specific
advice may be warranted. The Institute 1s appointing a panel which, with
input from the member organizations of the National Cholesterol Zducation
Program, will get into specific {nformation on how and when to trcat elevated
blood ~holesterol.

Thi, concludes my statement. I will be pleased to answer any questions

you may have.

163

B




160

The CHAIRMAN. Mr. Pritikin, let us turn to you. We are happy to
welcome you here and appreciate the efforts you have made.

Mr. PrmikiN. Thank yov, Mr. Chairman.

According to the American Heart Association, 43.5 million Amer-
icans have one or more forms of heart or blood vessel disease, and
over 10 million are afflicted with diabetes. In 1984, 202,000 people
had bypass surgery. Last year, about $85 billion was spent on the
treatment of these diseases.

What can be done to alleviate the human suffering associated
with deﬁfnerative diseases and lower the Nation’s exorbitant
health bill, now climbing past $400 billion?

The goal of my presentation here today is to describe what we
think is the most sensible and cost-efficient solution to this prob-
lem, which we have been using for tn. .ast 9 years in our longevity
centers.

In our program, along with moderate exercise, we recluce the fat
in the diet from the ave American intake of 40 percent of calo-
ries to 10 grcent, and cholesterol intake from ut 450 milli-
grams per day to 100 milligrams or less—in both cases, about one-
quarter as much as the average American eats.

These restrictions are not as extreme as they might seem.
Dr. William Connor of the University of Oregon recommends that
in stubborn cases of high blood cholesterol one should go to a 6 to 7
percent fat-calorie diet if necessar{.

In December 1984, the Heart Institute made recommendations
which moved in our direction, but we think not nearly far enough.
First, they announced that the blood cholesterol of most Amsricans
is “l)léld%il‘ably high as a result of the high intake ¢.' meat and dairy
products,

Second, every Amzrican over the age of 2, whether well or sick
from heart disease, should make a lifetime change of diet, reducing
the intake of total fat from the current U.S. average of 40 percent
of calories to 30 percent and cholesterol from 500 milligrams per
day to not over 300.

ird, drugs should only be used as a last resort . lower blood
cholesterol.

Fourth, drugs should not be given unless accompanied by a strict
}o:v—fat diet containing, if need be, as little as 20 percent calories of
at.

Finally, the goal for Americans should be the Japanese level of
cholesterol of 180 milligrams per percent, which the Japanese
?Chie‘t,‘e on their national average iIntake of 20 percent calories
rom fat.

But what has this dietary recommendation accomplished in the
gaat? The Heart Institute’s 1982 $114 million “ Study” used

0 percent fat and a limit of 300 milligrams of cholesterol per day,
but there was no difference in risk of heart disease or death be-
tween the experimental group and the control group.

How does the Pritikin Progre n compare with this? In 1 month
on our ¢iet of 10 percent fat-calories, participants experience an av-
erage blood cholesterol drop of 256 percent. According to the Heert
Institute’s general rule, that for every 1 percent drop in blood cho-
lesterol there is a 2 perceat drop in heart disease risk, this trans-
lates to a 50-percent reduction in the risk of heart disease.
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Unlike drug therapy, no side effects arc exrerienced on our pro-
gram. Unlike a mild fat restriction from 40 to 30 percent, our re-
striction to 10 percent fat can also achieve a blood cholesterol level
of 160 milligrams percent, which according to the Framingham
study statistics almost eliminates the risk of cardiovascular disease.

Anyone can go cn this diet without the supervision of a doctor,
and we routinely prescribe it to everyone who comes to the Pritikin
Longevity Cer:ters.

Leaving the center after 3 to 5 years, we see an 80 percent com-
pliance rate amorgst those who have heart disease, diabetes, or hy-
pertension. For healthy individuals, over 50 percent comply with
the program.

Over 20,000 people in the past 10 yesrs have taken our 13- or 26-
day live-in program of instruction on diet an. exercise. We found
that we can greatly decrease all symptoms of heart disease. includ-
ing angina. 1 a 5-year followup study of natients with card.ovascu-
lar disease and a recommendation from their peraonal physician
for bypass surgery, 80 percent of these patients avoided the oper-
ation—a savings potential of over $3 billion alone, for which I have
a poster here. [Poster No. 1.]

Of persons with hypertension, 80 percent achizave normwi blood
pressure and no longer need to take drugs. The Heart Institute is
now recommending drug treatment for hypertension which could
cost as 'such as $20 billion, at least half of which our regimen
would sase- and we have poster 2 for that. [Poster No. 2.]

We tace well over half of all adult-onset diabetics permanently
off insulin and oral diabetic drugs—poster 3. [Poster No. 3.]

[The posters referred tc above follows:]
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200,000 BYPASS OPERATIONS EACH YEAR IN U.S.
IS THERE AN ALTERMATIVE?

DRUG ALTERNATIVE PRITIKIN DIET
(CASS STUrY) ALTERNATIVE

LENGTH OF STUDY 5 YEARS 5 YEARS

PERCENT SUCCESSFULLY
AVOIDING BYPASS SURGERY 12.7% 81%

DEATHS & HEART ATTACKS 18% 10%

ANGINA: YEAR 0 78% 80%
DRUGS: 55% 220

YEAR 4 SURGERY: 32%

HOW MANY AVOIDABLE
BYPASSES EACH YEAR? 25,000 160,000

g%ﬁlgssﬁ&gmce $0.5 BILLION $3.2 BILLION

Posrer # 1

291



CHOICES FOR 60 MILLION
U.S. HYPERTENSIVES

(BLOOD PRESSU”..” OVER 140/90)

NIH LIFETIME PRITIKIN
DRUG THERAPY DIET

DRUG COST $20 MILLION 0

FOOD SAVINGS 0 $30 MILLION

SIDE EFFECTS FATIGUE, DEPRESSION INCREASED
CHEST PAIN, PHYSICAL &
GOUT, DIAE:TES, MENTAL ACUITY
SEXUAL IMPOTENCY,
RAISED CHOLESTEROL
LEVEL, KIDNEY DAMAGE.

Posrer *,
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11,000,000 U.S. DIABETICS
90% ADULT-ONSET NIDDM: 10% JUVENILE IDDM

600,000 NEW DIABETICS
YEARLY
(ADULT-ONSET)

» #3 CAUSFE OF DEATH
* #1 CAUSE OF BLINDNESS
* 90% OF ALL AMPUTATED LIMBS ( 20-30,000)

CAN DIABETICS STOP USING: INSULIN DIABETIC DRUGS

AMERICAN DIABETES ASSOCIATION 0%

UNIVERSITY OF KENTUCKY—
ANDERSON DIET - 50-75%

PRITIKIN DIET 50-75%

Posrer *3 163
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Mr. PrrmkiN Every year, $72 billion is spent on heart disease,
and $13.8 billion is spent on diabetes every year. If 80 percent of
the heart and diabetic population followed the Pritikin Program,
which our compliance data for these individuals indicates is highly
possible, $68 billion might be saved. If only 10 percent cf them fol-
lowed the program, we would still see an average saving of $8.6 bil-
lion.

However, these tremendous savings will not be seen until people
are fully educated in the prevention of degenerative diseases. We
are pleased that many major institutions are modifying their nutri-
tional recommendations and are moving closer to what we feel is
the optimal dietary program—a 10 percent fat diet.

We feel that this is no time for dilatory half-hearted measures.
Why ignore the ancient 10 percent fat diet still used all over the
world by populations that do not have our epidemic of heart at-
tacks? Would we recommend that a smoker simply cut back rrom
two packs a day to one? Of course not. 5

The evidence is very strong that the lower the intake of total fat,
saturated fat and cholesterol, the more favorable the effect on
heart disease, and the greater the opportunity and likelihood for
arteries to elowly open up again after veing clogged by a lifetime of
the over-rich diet which most Americans eat today.

We believe the public s:-ould not be left in the dark, in compla-
cent ignorance about the full extent of its safe and effective diete:y
options to prevent and treat the degenerative diseases of modern
Western civilization.

This concludes my oral statement. Further details of our pro-
gram, and references to the Jcientific .iterature which support it,
are contained in our written statement.

Thank you very much for this opportunity.

The CHAIRMAN. Thank you. We appreciate it.

[The statement on the Pritikin Program submitted by Dr. Robin-
son follows:]
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THE PRITIKIN PROGRAM

Miles H Robirson, M.D.

In the health ficld today, the United States is in the midst of a
revolutionary return to common sense and basic principles in two matters of
the greatest impor:ance: diet and exercise. Enthusiasm for personal exercise is
sweeping the country, and improved diet for everyone is not far behind.

Moderate exercise has always been an indispensable part of the Privikin
Program. But the most important feature of the Program is the diet, in which
total fat and especially the risky saturated fat and cholesterol are all reduced
to aboat one-quarter that of the average rich American diet.

Origin Of The Pritikin Diet

Nathan Pritikin was an inventor with over 25 patents in the fieids of
ch.mistry, physics and ¢lectronics. Hiv interest in diet began in 1958 when &
stress test indice*ed the presence of ischemic heart disease, at which time he
also had a blood cholesterol of 280 mg%. In 1952 he developed chronic
leukemis, perhaps csused by exposure to chemicals he used in his work. Un-
willing to accept medical advice to lead a life of severeiy restricted physical
activity, he began a study of the literature on epidemiology, clinical medicine,
and animal experimentation dealing with modern degenerative discases to see
if he could heal himself.

Noticing that primitive populations do not have coronary heart disease
on their cereal-based very low fat dict, he put himself on that diet together
with 8 very slowly increasing regimen of walking and jogging. In about two
years his blood cholesterol v:as down to 120 mg%, e was jogging as much as
ten miles & day, snd to the surprise of his doctors he passec a stress test with-
out & s.q¢n of the previous coronary insufficiency. When he died in February
1985 of complications from the lcukemia at the age of 69, an autopsy showed
his heart and all blood vessels in nearly perfect condition without any ob-
structions.!

The Pritikin dict is not his invention, but simply the ancient low fat
diet of civilized man adapted to fit foods in ‘nday’s marketplace. This diet is
still the ncrm in most of the third-world, undeveloped populations where
arterial and related degenerative diseases are rare.  This includes the
Tarashumara Indians of Nortk Central Mexico, who have been extensively
studied by competant suthorities for their remarkable endurance and freedom
from atherosclerosis.? Their diet was judged "adequate in all nutrients” Its
chief sources of calories are corn and beans. Totai fat is 12% of calories,
saturated fat 2%, protein 13%, and cholesterol intake 71 mg/day.?

Similarly, the Pritikin diet achicves its very lcw content of total fat
and cuolesterol by restricting meat and dairy products which are high in fat,
and emphasizing more grain and vegetables which not only are low iu fat but
also have 8 much higher proportion and balance of essential fats. This ensures
8 very favorabic ratio of polyunsaturated to saturated fat (P/S=1.2, compared
to the U.S. average of 0.3-0.55. Since fat has over tw.ce the calories per given
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THE PRITIKIN PROGRAM AND HEART DISEASE 2

weight compared to carbohydrate, a greater weight of food will be eaten On a
low fzt compared to & high fat diet to get the same calories

Altogether, the dict contains about onc-quarter as much total fat (10%
of calories instead of 40%), saturated fat (4% instead of 16% of calorics), and
cholesterol (25-100 mg/day instead of 400-500 mg/day). It has about one-quar-
ter as much salt, and about 4 times more fiber and unrefined complex carbo-
hydratce than the average American diet. The diet meets all officia' Recom-
mendcd Daily Allowances.!

The intake of cholesterol and satucated fat, both of which for most
people are harmful in excess, is greatly reduced because cholesterol is found
only in animal food, for example, in meat and dairy products which also tend
to be high in saturated fat.

The dict has 8 high content of fiber, which improves cholesterol
metabolism, and the relative bulkiness of fiber cncourages satiety and makes
it easicr to avoid excessive caloric intake. An excess of calories should be
avoided, regardless of whether they come from fat, carbohydrate, protein or
slcohol, because excess promotes a risc of blood cholesterol and other blood
lipids in some pecple.”™

One or two centuries ago, 8 10% fat diet (for brevity, fat percentages
refer t0 calories not weights, unless otherwise specified) was still the norm in
the Wistern world. British authorities estimate that in 1770, the consumption
of dictary fat was about 25 grams/day’, and in 1880, 34 grams/day.® These
figures amount to 11-15% of calories on a 2,000 calorie diet, or 8-10% of calo-
cies on a 3,000 caloric diet?

There have been three undesirable changes in our dictary fat. (a) Con-
sumption of total fat has increased, for example, by 18% from 1909 to 197510
(b) The total of fat in meat, especially beef, hss increased. Typical samples of
commercial groun¢ beef now contain about 17% fat by weight, while the meat
from pasturc-fed animals may contain only 3%. (c) The morc hazardous satu-
rated fat in meat has incressed, and the older more favorable ratio between
polyunsaturated fatty acids and saturated fatty has decreased. For cxample,
this rutio in beef today is about 0.08, whereas in thc meat of pasturc-fed ani-
mals it may be as favorable as 0.5, more than ten times higher. The approxi-
mate rf ::2 today in lamb jis 0.05, pork 0.2, rabbit 0.3, turkey and chicken, 0.5,
and he: -iag 1.0}' The ratio in veﬁetlble fat is =encrally very favorable, for
example, in wheat and rye it is 3.0

Fats arc 8 mixture of fatty acids and glycerol, and the favorable fea-
ture of polyunsaturated fat is that half or more of it consists of tne indis-
pensable, vitamin-like essential fatty acids, linoleic and linolenic acids, which
humans and other animals are unable to make out mus: get from food. (See
section on disbetes).

It is signifi~ant that the primates close to man, the chimpanzee, ba-
boon, and monkey, ail routinely consume a 5-10% fat diet both in the wild
and in the laboratory. On this diet, they have l1ow blood cholesterols and are
resistant t0 arterial and other degenerative diseases. Furthermore, when tnese
animals are given the American diet atheroscleroais develops in their arteries,
and when they are returned to their norma! Pritikin-like diet their arteries
extensively reopen. For ¢xample, an average 619% obstruction of coronary ar-
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THE PRITIKIN PROGRAM AND HEART DISEASE 3

teries in monkeys produced by a diet of 40% fat regressed to only 20% ob-
struction upon changing back to their low fat diet.!® Evidence is accumulat-
ing tha* the same effect occurs in humans.® The suitability of the 10% fat-
calorie diet for human primates is basically the result of adaptation to the
food on this planect as we all came slowly through the evolutionary sieve over
millions of years.

Despite the foregoing evidence, the most controversial feature of the
Pritikin diet is its very low fat content, especially with respect to an adequate
intake of vitamin A which many people today often get largely from dairy
products. On the Pritikin diet this is supplied in the form of c.rotene (pro-vi-
tamin A) in green“ and yellow vegetables and by the commercially added vi-
tamin A in skim milk if milk is used. The high vegetable and fruit content of
the Pritikin diet fits right in with recent recommendations of the National
Rescarch Council of the National Academy of Sciences, the National Cancer
Institute, and the American Cancer society to eat a diet high in green and
yeliow vegetables and fruit to supply umfole vitamin C and carotene as & mes-
sure "likely to reduce the risk of cancer.” ®1H13

The NRC recommendations slso urge an increased consumption of
whole-grain cereal prod ‘cts and a reduction of total fat T C. Campbell, one
of the authors of the report, said that although they decided to recommend 2
reduction of total fat from the American average of 40% to 30% of calories, *I
would suggest getting it down to about 20%. In Chins, where I was in June,
it's only 9%. So you can go down to 20% and not experience problems.” NCI
is presently conducting feas “:lity studies for two large clinical trials to see if
[ ve;y law fat diet, 20% of calories or less, will prevent or retard breast can-
cer.

Even stricter dicts, as low as 5% fat, have been successfully used in
cardiovasculsr conditions by eminent suthorities.®3132 An jntake of fat as
low as 5% sounds extrsordinary, but in Japan, for example, this was the level
at the turn of ;he century.?® Few people in this country realize how danger-
ously Ligh the Western intakes of fat and cholesterol have become over the
last century, but we are still much better off than in more conservative
Britain where the death rate from heart disease over the last decade has not
dropped at all, compared to & drop of about 25% in the U.S3435:3637 poqt
suthorities believe the chief reason for the U.S. drop has been our reduction
in dictary cholesterol and saturated fat.

According to William P. Castelli of Harvard Medicatl School and direc-
tor of NIH's famed Framingham Study, fully 80% of all cases is. volving heart
discase and cancer are caused by addiction to the bad habits of cigarette
smoking, alcohol snd drug abuse, and overindulgence in fatty and sugary
foods. "Breaking the[se] dependencies would sustain more human lives than
can any of our sophisticated medical technology, he says, and it would reduce
the nation's health care bill by $240 billion."¥®

What can 8 regimen like the Pritikin Program do for the nation’s
enormous health bill, now climbing past $400 billion (11% of GNP and grow-
ing at a rate close to 15% annusally)’®, and the human suffering which that
cost signifies? Nathan Pritikin began his crusade to return people to the old
cercal-based 10% fat dict in 1974, +/hen he organized and supervised 8 con-
trolled study of his dict and exercise program on 38 seriously ill men in the
out-patient department of the Veterans Administration Hospital at Long
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THE PRITIKIN PROGRAM AND HEART DISEASE 4

Beach, Californis. All the men had advanced athcrosclerosis, 80% had had
vascular surgery, and most of them had coexisting conditions of hypertension,
diabetes, and angins. The experimental group showed ‘,relt improvement in
their medical and physical condition, and these results™3! became the basis
for the Pritikin Longevity Centers.

Since then, these Centers have educated, treated, and accumulated data
on over 25,000 perscns who have attended their 13-day or 26-day live-in pro-
gram. The program has reported greatly increased ability to work and take
exercise without bringing on the heart pain called sugins. In a S-year follow-
up study of 64 patients with coronary diseasc and & recommendation for by-
pass surgery, 80% avoided surgery by attending the Pritikin Center.?? This
suggests & potential saving of over $3 billion a year since over 200,009 bypass
operations are donc annually at an average cost of st least $20,000 each.
{Puster #1]. In peripkeral vascular discase, the pain produced during walking
is reduced by improving blood flow.

The diet is also very effective in persons with hypertension. Around
half recover normal blood pressure and no longer need to take
drugs 348383738 NH cgrimates that there are 60 million persons in the U.S.
who cither have hypertension (blood pressuce greater than 140/90 mm Hg) or
are taking antihypertensive medication and are therefore considered to be hy-
pertensive. Of these, 10.4 million were taking antihypertensive medication in
19833 According to Edward D. Fries of the Veterans Administration in
Washington D.C, it costs $500 per patient per year for drug therapy, profes-
sional fees, and iab services®®, which is about $5 billion/yr. Applying the Pri-
tikin experience to this figure might save $2.5 billion. If NIH'S present plans
of drug therapy for hypertension were fully implemented putting many more
of the nation's 60 million people on drugs, perhaps 40% of them, this would
cost $20 billion, again half of which might be saved by an effective dict and
exercise program. [Poster #2].

“The diet routinely reduces blood cholesterol by about 25% 443434448 o
reduct: a which is very important for the prevention and treatment of car-
diovascular disease in general. The average biood cholesterol in the US. is
about 215 mg%, and about 25% of men and 30% of women have levels of 240
mg% or more. According to Claude Lenfant, Director of the National Heart,
Lung, Blood Institute, "If we could reduc~ *he cholesterol in the overall popu-
lation by 20 to 40 milligrams, I'm sure we'd reduce the heart-attack deaths by
as much as one-fourth or one-third** The American Heart Association esti-
mates that the 1985 cconomic costs of cardiovascular disease will be $72.1 bil-
lion. Much of that cost coald L¢ saved if the very low fat, low cholesterol,
and high fiber diet were wideiy adopted.

The diet enabies well over half of all diabetics to be permanently
taken off insulin and oral diabetic drugs.{™*%4% The American Diabetic Asso-
ciation estimates the economic costs of diabetes for 1985 will be $13.8 billion,
so here again large sums could probably be saved if the ancient diet were
widely adopted. [Poster #3].

A recent report from the National Academy of Sciences ~tated that the
relationship between excess dietary fat and cancer is even i.ure persuasive
than the one between diet and heart disease.’® According to Peter Greenwald,
director of Cancer Prevention and Control of the National Cancer Institute, in
order to help ward of f cancer "The aversge American should try to double the
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THE PRITIKIN PROGRAM AND HEART DISEASE 5

amount of fiber .. should keep intake low of all fats .. should increase the
intake of fruits and vegetables containing vitamin A, vitamin C, and beta-
carotene [pro-vitamin A]"¥ The heavy cost of cancer could thus be reduced
by the Pritikin diet which greatly decreases dictary fat, increases dietary
fiber, and provides an ample suppl ‘ of carotene.

For the last ten years the Pritikin program has been getting excellent
results with its aggressive dictary therapy for heart disease, hypertension, and
diabetes. By contrast, only in the last two ycars has the National Heart, Lung,
Blood Institute moved away from its long standing emphasis on drugs, and
substantially toward the low fat diet which we have been advocating. A brief
account of this change of policy at the Heart Institute will highlight obstacles
to nutritional therapy which are likely to recur unless the public takes an
active interest in the matter. But let's first consider the dictary changes
which took place ecarlier.

A Ceatury Of Trlal And Error

How did our diet happen to change in the last century to one high in
total fat, saturated fat, cholesterol, refined and processed sugars, calories, and
salt? A Working Group at the National Heart Institute explsined:

[It is] a recent development largely unique to the 20th
century. It is & by-product of .. high-yield agriculture
and animal husbandry, and per capita incomes making
relatively expensive foods of snimal origin generally
available. As such, it is a marked departure from the
situation that prevailed for most people for millennia,
from the invention of agriculture to the late 19th or
carly 20th century - i.c., subsistence overwhelmingly on
grains, starchy tubers, and legumes.$?

Another and perhaps more basic cause was the invention in 1870 of the
high speed Hungarian roller mill for the refining cf flour. Until then, cnly a
semi-white, semi-refined flour could be produced by inefficient sifting
through cloth, with not nearly so much loss of vital nutrients. Whereas the
roller mill is extremely fast and precise in the separation of the various con-
stituents of grain, which include fiber in the bran, vitamins, trace minersls,
and the essential polyunsaturated fats. Until vary recently, most authoritics
considered this 8 marvellous invention. The snowy white flour can be clabo-
rately manipulated by bakers, and it has excellent keeping qualities because
there is no fat left in it to turn rancid and too few vitamins and minerals, as
well as missing essentisl fatty acids, to support rampant insect life. The
millers also made an additional profit selling the extracted ¢ itrients, bearing
the opprobrious name of “offals®, to farmers for livestock feed. The short-
lived livestock visibly flourished. But the long-term deterioration in human
health was so subtle and gradual ti:at it was half a century before medical
scicnce noticed the connection and still longer before it took any action. Even
today doctors are trained primarily to put out the fires of acute discase rather
than given basic education in nutrition.

Over the years, however, many people must have sensed that their
vigor and health could not be maintained unless they greatly increased the
consumption of animal flesh and dairy products, since cating more of these
foods substantially supplied the nutrient* which the roller mill had removed
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from the ancient cereal "staff of life". Fortunately, or unfortunately, the
West~rn world could afford the extra expense. It costs about $1,500 more per
year for a family of four to eat the meat-and-dairy-based American diet
comnared to the cercal-based Pritikin diet.

It is now qQuite clear that physicians have been building their therapsu-
tic house largely on the sand of the modern high-fat Western diet, instead of
on the rock of the ancient low-fat, cercal-based diet. So it should come as no
surprise that the present cost of degenerative discases is staggering. For ex-
ample, it is estimated that the annual US. cost of treatment and indirect costs
o heart disease is $72.1 billion.

How long have authorities believed that the diet of the average Ameri-
can is too rich? Seven years ago, the Office of Technology Ass.ssment of the
U.S. Congress recognized that over-consumption of & "luxurious” diet produced
ma jor discases:

*Today we find that most Americans dic of degenerative
discases such as heart disease and cancer. *** The federal
Government has failed to ad just the emphasis of its human
nutrition research activities to desl with the changing
health problems of the people of the US. *** Like the
discases of nutritional deficiency, the disecses of over-
consumption appear insidiously in the population, usually
in mid to late adulit life. .. [they] occur in & sc'ting of
affluence and advanced technology which makes possible
8 luxurious diet*** [Emphases supplied).

In other words, it was time for Americans to be given information
motivating thcm to exercisc more restraint in the consumption of rich food,
such as meat, dairy products, pastries, french frics, and other foods high in
fat. Nutritionists commonly define = rich dict as one high in fat and choles-
terol.

For at least & decade it has been generall, accepted that blcod choles-
terol levels below 150-160 mg% protect populsations from heait attacks. Anto-
nio Gotto, professor of medicine at Baylor College of Mcdicine in Houston
and president of the American Hea~-i Association, stated in a U.S. Senate hear-
ing in 1977, that "In socicties where the plasma cholesterol is under 150 to 160
mg%, there is virtually no coronary artery discase or atherosclerosis”. ¥ He
slso stated that *If we lower the cholesterol count of everyone in the United
States below 150, we could probably wipe out heart disease™s” Castelli stated
in 1979, that "Diet could reverse coronary artery disease in 90 percent of the
patients if we got everyone’s cholestercl bslow 120 milligrams percent.®® The
Pritikin guideline for blood cholesterol is 100 plus age and not to exceed 160
mg%.

Authorities from the National Institutes of Health are now convinced
that the high consumption of dairy products and meat, especially Tatty meat
from beef heavily fed on grain in feed lots, causes obstructive plaques to de-
velop inside human arteries.’® The development of plaques together with a
derangement of the blood clotting mechanism (intimately related to the essen-
tial fatty acids) causes clots to form on the plaques and frther increases ob-
struction of the arteries.® These two bad effects are generully considered to
be the major causes of our current epidemic of Leart attacks, strokes, and
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peripheral vascular discase. A closely related effect is a great increase in the
incidence and severity of diabetes. Only now are we beginning to scratch the
nutritionai surface of many other chronic disecases, including hypertension,
arthritis, some major cancers, gallbladder discase, appendicitis, constipation,
and gout, in all of which the over-rich, unbslanced American diet plays a
leading role.

Dietary Revolutioa In The Heart Institute

In January 1984, the National Heart, Lung, Blood Institute announced
at the "most heavily attended press conference in its history*®}, that its 10-year
$150 million cholestercl study had established the general rule ~f thumb that
for cach 1% drop of blood cholesterol, a 2% drop in the risk o1 fatal and non-
fatal heart attacks was produced.®® Heart Institute officials also said, quite
inaccurately, that for lowering blood cholesterol the best that diet alone could
do was a reduction of 10-15%%3, whereas the drug, cholestyramine®, which
had been used in the Institute’s study, could reduce it by as much as 25%.5%

Why was this an inaccurate claim of drug superiority? The reason was
that Heart Institute of ficials over a year carlier * ad given a paper® in Lurope
describing four "large-scale diet studies” lasting 2 -> 11 years in which diet
alone had lowered blood cholesterol by 17% to 29%.57 By the Heart Institute’s
new rule of thumb mentioned earlier, these figures are equivalent to a 34% to
$8% drop i fatal and non-fatal heart attacks, as good or better than what
cholestyramine had accomplished.

This unjustificd putdown of nutrition was carried in news media all
over the country and even in Europe. Among the fifty press clippings col-
lected by the Heart Institute®® after its massive press conference, not one
stated that diet could be more effective, and only three stated that diet was as
good as drugs.

For example, Newsweek carried a spectacular graph showing drug plus
diet producing a profound drop in blood cholesterol, with placebo plus diet
accomplishing practically nothing®® The New York Times Week in Review
stated that "the men placed on the drug-and-diet regime had 8 mucn lower
rate of heart disease thun those who relied on diet and placebo."™® UPp Story:
"those who took a cholesterol-lowering drug suffered 24 percent fewer cardiac
deaths and 19 percent fewer heart attacks than those who tried to lower
cholesterol through dict alone."™ An AP Dispatch: "high cholesterol levels that
cannot be lowered by diet alone can be helped with drug therapy.'" CBS
Everiing News: "group receiving the drug had 19 percent fewer incidents of
heart attucks"’ ABC World News Tonight: "In every case, those on the drug
had the least amount of heart disease™ London Times: "The drug reduced the
concentration [of cholesterol] in their blood by an average of 8.5 per cent ..
But di=ts only reduce the ievels slowly, and in best cases by about 3 to 4 per
cent.”

Time magazine, in its first one-page story in January wrote that
cholestyramine cut the heart risk by 50%’, and in its ninc-page ccver story in
March quoted Robert I Levy of the Heart Institute that diet could reduce it
by only 20-30%.77

. In August 1984, however, in answer to my criticism that the Heart In-
stitute had ignored its own review paper given in Europe on lowering choles-
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terol by diet alone and had thus not given the public and its doctors an ac-
curute account of the drug v. nutrition situation, the Institute prepared a Fact
Sheet specifically answering this criticism and acknowledged that diet a’one
"can be as effective 1f not more effective than drugs” for lowering blocd choles-
terol.

In December 1984, we were pleasantly surprised to find a Consensus
Panecl of the Heart Institute charging down the nutritional track with
*historic"™ findings and recommendations. First, the pancl announced that
the blood cholestercl of most Americans is dangerously high as a result of
their very high intake of meat and dairy products.'o Second, to lower blood
cholesterol drugs should be used only as a “last resort"$! Third, drugs should
not be given unless accompanicd by a strict low fat diet containing, if nced
be, as little as 20% celories from fat3® Fourth, the Japanese average blood
cholesterol level (about 180 mg%, characteristic of their intake of fat at 20%
of calories) is probably the goal at which Americans should aim*® Finally,
everx‘ American over the age of two, whether well or sick from heart dis-
case™, should make a lifetime change of diet, reducing the intake of total fat
from the current US. averale of 40% of calories to 30%, saturated fat from
16% to 10%, and cholesterol (which comes only in animal fcod), from 500
mg/da~ to not over 300 mg/dry.?

As chairman of the panel which made these recommendations, Daniel
Steinberg, professor of medicine and director of the Specialized Center of
Research on Arterosiosclerosis at the University of California San Diego,
elaborated on these themes at the press conference with g. :at skill and
erudition.

*If you look at the cholesterol levels in Japanese, you
find that on the average their cholesterol levels are much
lower than ours“u if the whole curve had been shifted
far to the left.™ What we arc suggesting is that their
cholesterol level is right and our chelesterol level
wrong.3” #*® [ other words, slmost everybody in the US.
has a higher cholesterol level than the people in Japan
who have the highest levels in Japap. It's amazing .hat
the curves overlap only very slightly.“ .. Ore might say
our goa1 ought to be to get levels that are, in tact, like
the Japanese. Well, that might be a suitable goal, but I
think it’s not a feasible goal at thec moment at least, so
we haven't opted for a radical recommendation, slthough
one could support that for these theoretical reasons.®® *¢
Well, I'm almost tempted to say the lower {the blood])
cholesterol the better. We've given these targets, but you
can tell from what I've told you about the ideal level,
which is probably the Japanese level, that I wouldn’t dis-
coursge any patient from getting below the target level,
not at all. That would be fine.”" *** .. you may be right
Ly your implication that we should perhaps have gone all
the ~ay and say, let’s get down to the Japanese levels. 1
think that wor’i be, first not feasible, in a single big
jump from our present diet. And, second. it would mean
e«trapolating more than I think we are prepared to go
right now with regard to changes. We want to go slow,
and make surc that we maintain & nutritious diet. that
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w: e not endangering peoples’ health, particularly that
of the children, and hence this conservative recommenda-
tion."

It should not be concluded that the Japanese are wholly satisfied with
their 20% fat diet. For example, they have been conzerned about the doubling
of their incidence of diabetes in the period when the fat intake tripled.®
(Sce section on diabetes).

Most authoritics agree that the nutritional quality of & 10% fat cereal-
based dict is entirely satisfactory, provided natural unrefined foods are used
in reasonable balance. If, however, one tried to maintain this level of fat eat-
ing the white fl-u. products with which food technology has long flooded the
market, one would probably be forced back eventually to the same plethora of
meat and dairy p.oducts. These eaten in conjunction with devitalized grain
products appear to be a better bargain for health, at least in the short run
before what used to be called “inevitable™® arterial damage appears in most
people on that diet.

Unfortunately, the December pancl’s “historic” recommendations got
very little publicity in the news medis. This was partly because they did not
have the advance publicity, fanfare, and 39 display posters which character-
ized the Heart Institute’s ciaborate press conference the previous January
when the drug, cholestyramine, heild the stage. Perhaps the news media quite
reasonably judged that the country was satisted wi*h cholesterol-lowering.
For example, Time magazinc on the first go-around carried ten pages about
cholesterol, including a cover story, in two issues ™95, but gave only two
columns of onc page to the Heart Institute’s second press conference which
put drugs in the category of "last resort."™ Admittedly, anothe: probicm is
that the prospect of exercising more restraint regarding a rich diet does not
have much sappeal, especially if the public has no good information to moti-
vate it. A rich diet is equated with man's triumph over l'ard times. The fear
of losing something in it indispensable for our active bruins and hands is
matched by a passionate desire to justify the sensual pleasure of it. The use
of druys, however, implies that one can have a rich diet and health as well.
The interference with normal bodily functions produced by drugs is consid-
ered glamorous high te.irology, while the refining and devitalizing of the
staff of life is accepted as & rourine festure of modern life.

The only criticism that can be made of the CTonsensus Panel's
praiseworthy recommendation of December 1984, toward a iong overdue re-
form of the American and Western diet is that the Heart Insti.ute was still not
telling the American public that its most powerful dietary option to control
heart attacks and degencration of arteries is not the 30% AHA limit on total
fat the Panel recommended for all Americans over the age of two. Nor is it
the 20% fat-calorie diet of present-day Japan. The most nowerful dictary op-
tion is the 10% fat-caloric diet, half as much fat as the lowest dict the Insti
tute has cver mentioned to the public -- the diet used -y ancient mankind,
and still used by most of the undeveloped third-world countries which do not
have our epidemic of heart attacks and various other degenerative discases.
Anybody can eat this dict without the supervision of a doctor and it is rou-
tinely prescribed for everyone that comes to the Pritikin Longevity Centers.
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HYPERTENSION

An excess of fat, sodium (primari’ © common sait), protein and sugar in
the diet and the comparative , low int <¢ of potassium characteristic of s
heavy meat *“ have all b . show- .0 cause uypertension", but fat and
sodium are the most important factors. Most people sppear to be sensitive to
an excess of fat aad peil:aps 25% sensitive to an excess of sodium.

The most obvious way ia which 8 high fat diet produces hypertension
is an increased clumping of the red blood cells and platelets and consequent
slowing of tlood which can be seen in the microcirculation.®® This impai.:
the ability of the blood to distribute oxygen and other numentso, and to pick
up carbon dioxide and other waste products. Letcher et 8i'®1%! found that
high blood pressure was associsted with increased viscosity (decreased
flnidity} of the blood, and studies by the Pritikin medical group have shown a
reduction in whole blood snd plasma viscosity as well as & decrease in red
blood vell lg*refnion, in hypertensives whose tlood pressure decreased on the
10% fat diet, [958

USDA sad Finnish Studles

James M. Iacona, director of the Western Human Nutrition Center of
the U. S. Dept. of Agricuiture, has shown in carefully controlled clinical
experiments that reducing total dictary fat and increasitig the intske of
poiyunsaturated versus saturated fat (incrcasing the P/S ratio) lowe-s blood
pressure.1041% 1a00; 4’s work has been confirmed in two randomized and con-
trolled studies conducted jointly by the USDA and Finl.nd Public Health In-
stitut=s.19%397 The gverage person who ep-:red the studies was eating a dict
with a P 3 ratio ¢! J.25, meaning onc-quarte s much poiyunsaturated ns
saturated fat. The study demonstrated that blood pressure dropped sigifi-
cantly only in those who lowered their total fat intake from 38% to 23% of
calories and increased their P/S ratio to 1.0 (twice the U.S average), thus
consuming an cqual amount of polyunsaturated and saturated fats. Those who
cut their salt intake in half, S.: 3id not drop their fat intake and did not
increase their P/S ratio had no signiiieazt drop in blood pressure. The
authors concluded ther: was an urgent need for nonpharmacnlogical control
of high blood pressure.

When the 10% tat diet is used (less than half as much fst as Iacona
used) together with & P/S ratio of 1.0, 8 mu.t great~r drop in blood pressure
can be obtaiued. In a Pritikin study of 268 lLiypertensive patients with 216 on
antihypertensive dru 0‘: 18 discontinued medication and lowered their blood
pressure to 140/90.! When 40 of thesc patients were contac:.d 3-4 years
later, most were still off medication with blood pressures of 140/90 '%°

In anotaer study of hypertensives on the Prit'kin regimen, 85% of the
patients who required medication when they began the reg:men no longer
needed drugs aiter 4 weers, and weight loss was not 8 factor in the lowering
of blood pressure. These data were given to NHLBI +n 1977 and the ®:i-
tikin ﬂroup pubhshed confirmatory studies in peer-review n-_dxcal journals in
198311 qnd 1985.112
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Drug Emphasis by the Heart Institute

Despite the favorable results from dictary therapy, the National Heart,
Lung, 3lood Institu.ec (NHLBI) has consistently emphasized drug thorapy. In
the last to years NHLBI has taken the unususl step of running regular
advertiscments in the popular necws media, publicizing the view that .igh
blood pressure is incurable!!®, and putting great emphasis on taking t.ood
pressure medications for the rest of one's 1ife 1611SUSUT  4p "4y peide
contractor is employed to run this campsign, all paid for with taxpayer's
mone ;.

The recommendstions are simed st more than 60 million Americans
who have cither been found to have clevated blood pressure (140/90 mm Hg
or greater) or have reported being told by a physician that they have
hypertension.!'®  NHLBI also created 8 Nationsl High Blood Pressure
Education Program that holds & national conference everly other year. There
are Coordinating Committees in every state of the Union.!® The Program has
ieclared the month of May as High Blood Pressure Month.

Fifty different drugs are recommended by NHLBI tc be used in step-
wise fashion.!?® If any one drug fails, another is added or substituted. But
the popular thiazide diuretics cause elevated cholesterol and fats in the blood,
increasing the risk of atherosclerosis.® Side effects of these or other anti-
hypertensive drugs include gout, precipitation of diabetes, losz of potassium,
marked hypotension, angina, sexusl dysfunceion, awelling of the breasts, fa-
tigue, drowsiness, nassl congestion, asthma, insomnis, bizarre dreams, nausea,
headache, fluid retention, and disrrhes. Liver damage may be caused by
methyldopa and lupus may be c~~sed by hydralszine.

NHLBI considers hypertension the most common disease in the nation,
and it can be calculated that if NHLBI's drug grogram were fully imple-
v ~nted it would cost at least $20 billion/year.'s?

Full Dletary Treatment Neglected

Both the Joint Nationasl Commitice and the Education Program are
headquartered in the National Heart Institute, and the Report of its Joint
Committee for 1984 shows just hov. deeply NHLBI has immersed itself in drug
ticatment. Twenty-threc pages nre devoted to drug therapy, and only one
page deals with non-pharmacologic methods. The latter are listed as weight
~~duction; decreasc in the use of salt, alcohol, and tobacco; increase in exer-
cis>: and behavior modification. There is no mention of reducing total fat.
Jacona’s work is mentioned but dismissed on the grounds that "There is not
yet cnough evidence concerning effectiveness of such a dietary change to rec-
ommena it for hypertension control *13%

The nonpharmacologic m-thod most strongly endorsed by NHLBI is
weight reduction. Yet, NHLBI's .liance on weight reduction rests chiefly on
a single study by Re‘sin et sl, done in Isracl!** In this study, weight
reductior did result in some drop of blood pressure, but not encugh to permit
a singl: patient to get off antihypertensive drugs. As described sbove,
Pritikin’s resuits have been shown not to require weight loss.

Physicians reading the Report ¢ the Joint Committee thus do not re-
ceive cncouragement o treat hyperten‘ion with any dictary measure except

180




ERIC

Aruitoxt provided by Eic:

177

THE PRITIKIN PROGRAM AND DIABETES 12

salt reduction, so the public is kept in almost comrplete ignorance of what diet
can really do for hypertension. For mild hypertension, there is now wide-
spread apgreement that drug treatment :s harmful and unjustified. Even
advanced hvpertension should have a thorough trial of dietary therapy. Wal-
ter Kempner at Duke University startled the medical world 30 years ago,
when his famous -ice diet saved the lives of paticnts with malignant hyper-
tension and severe kidney disease, and it was also “ffective in the treatment
of patients with diabetic retinopathy. His diet contained only 2-3% of
calories from fat and no cholesterol. The advent of antihyperiensive d:ugs sti-
fled the Kempner approach because drugs were so much easier to take and
their long term harmful side-effects were not obvious. (See Kempner in
section on diabetes).

Americans use more drugs per capita than any other nation, an average
of 12 different ones a year for every man, woman, and child in the nation,
constituting & three-fold increase in the past 25 years.})?® The public and its
doctors should be fully informed or the promise and accomplishments of the
low-fat dietary treatment of hypertension. They should not be misguided and
led to believe they can be careless with their diet .nd compensate for that
neglect with a pill.

DIABETES

A description of the Pritikin program for diabetes req.ires a more ex-
te. iv.¢ review. As mentioned earlier, at the turn of the century in Japan the
int .c of fat was only 5% of calories. At this time, diabetes was 30 rare in
Jar n that it was not even listed as a cause of deatk. This old clue suggests
tha the chief ssuse of diabetes is the modern high fat diet -- the same as in
the case of heart disease. Thare is also other old, more cogent, and equally
neglected evidence. To this miay now be added new studies holding out the
remarkable promise that a very low fat diet, not over 10% of calories, will ac-
complish more in the long run for diabetics than even the discovery of 1a-
sulin.

New Evidence

Jaine: W. Anderion’?, chief of the endocrine-metabolic section of the
VA Medical Center and professor of medicine and clin .al nutrition at the
University of Kentucky College of Medicine in Lexington, and the Pritikin
group!2"13 have both shown that when diabetics are put on the ancient diet
of civilization, 50-75% of them can be taken off insulin and 95% off oral dia-
betic drugs.

In & study of 60 diabetic patients who attended the Pritikin Longevity
Center's 26-day program, 21 of 23 patients discontinued oral hypoglycemic
drugs. Of 17 others on insulin, fasting glucose was reduced from 95 mg% to
145 mg% and 13 discontinued insulin injections. In addition to the significant
improvement in their diabetes, blood cholesterol dropped from 225 mg% to 122
.ng% and triglycerides from 284 mg% to 186 mg%, which reduced their risk ol
vascular complicatioas.

A‘lwc_) t) three year follow-up study of another group of 69 diabetics
at the Pritikin C~nter showed gc.o4d compliance with the nrogram and excellent
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control of their diabetes. Only 7 had gone back on oral drugs and 4 back on
insulin. When the diets of the 16 whe remained off oral drugs were compared
with the diets of those back on medication, the only significant difference
was the percent of calories derived from fat: 11% fat for those off medicaiion
and 17% fat for those back on medication.

How could a very low fat diet have this effect? Part of th* answer is
that on practically every cell in the hody there are specialized ittle pits,
called receptors, which grab insulin out of the intercellular fluid and blood
and pull it into the interior of the cell, where the insulin instructs the cell to
increase its uptake of glucose (sugar) from the blood. Half of the receptors
are regularly degraded and replaced by new recepiors every 6-7 hcurs without
a change in their total number.}¥ A very low fat diet increases the number
of insulin receptors and this makes the body cells more responsive, more
sensitive, to insulin. Conversely, an excess of fat and less importantly of pro-
tein (both typical of the rich Western diet), decrrases the number of insulin
receptors, the cellular uptake of insulin is reduced, and the cells become
comparatively insensitive (resistant) to he action of insulin. As we shall see,
this insensitivity is usually the earliest sign of the onset of diabetes.

It is not known why bathing cells in excess fat decreases the number of
receptors. Perhaps carbohydrate in the blood is the main stimulus for
production of insulin receptors, and this stimulus is tecreased when the ratio
of carbohydrate to fat in the blood (reflecting the ratio in the diet) is
decreased.

F.r most of this century in the affluent Western countries, the caloric
ratio of carbohydrate to fat in the focd has been nearly 1 to 1. In the ancient
diet, this ratio is far more favorable for the preservation of sensitivity to in-
sulin, since the ratio is 7 or 8 to 1 (70-80% carbohydrate, 10% fat, and 10-20%
protein).

A variey of other receptors are also affected by diet. For example,
preliminary studies by Frohlich™? have suggested that an excess of sodium in
the diet may increase the number of beta receptors in the heart which respond
to hormo. es ot the adrensline type. The importance of receptors has recently
been highlighizd by the award of the 1985 Nobel prize for Medicine to Drs.
Michael Brown and Joseph Goldstein for their work on the cellular receptors
for cholesterol carried by low uensity lipoprotein (LDL). Here again, a high
intake of fat initiates pathology. The higher th- level in the diet of saturated
fat and/or cholesterol, the greater the suppression of manufacture of LDL re-
ceptors. LDL then builds up in the blood, leading to athcrosclerosis in the
proportion of the population, perhaps 30%, which is susceptible to atheroscle-
rnsis on a high-fat diet.}%®

In the late 1800’s, von Mering and Minkowski showed in dogs that
destroying the pancrcas produced all the symptoms of diabetes. In 1922, Bant-
1ng and Best isolated the hormone, insulin, from the pancress. Since insulin is
destroyed in the intestinal tract, it must be given Ly in) ction, and it has
saved the lives of countless severe diabetics who otherwise .n-ariably died in
a few years. There seemed to be no question that the essential cause of dia-
betes was an i. vry to the pancreas which impaired its ability to produce in-
sulin, although just why and how the pancreas was damaged was not known.
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Soon after the discovery of insulin, however, a few alert clinicians no-
ticed that much more wss involved in diabetes than a mere inability to pro-
duce insulin. Despite the administration of insulin, 8 slow but severe damage
to the vascular system usually proceeded in diabetics, and patients oiten be-
came less sensitive to insulin. In effect, the use of insulin in severe diabetics
converted a quickly fatal discase into & chronic vascular malady, letting dia-
betics survive long enough to suffer blindness, gangrene, kidney failure, neu-
ropathy, and cardiovuscular discasc. There i8 very little convincing evidence
that the use of insulin has lessened this progressive damage.!3

As in the case of narcotic tolerance, the use of insulin tends to dull its
effect. Somogyi'®® in 1949 emphasized the fact that large doses of insulin in
disLetics produce a need for yet higher maintenance doses. "A vicious cycle is
thus set of f, leading to severe, often unmansgeable, forms of diabetes." Thus,
jnsulin is & two-edged sword. It is sometimes indispensable, but at the same
time it raises the requircment and there is the constant risk of overdose forc-
ing blood sugar down to shock levels.

About 90% of diabetics (not the 10% of diabetics who have the severe
juvenile type) usually have enough insalin in tke blood and frequently an ex-
cess, although at times of great stress, ' ch as surgery, theum_,y not be able to
produce enough. This was shown by Reaven and others!36157 138 o¢ Seanford
in 1970, following the discovery by Yalow and Berson!*® in 1960 of the im-
munoasssy technique for accurately measuring insulin in the blood. Appar-
ently, in coping with ccllular insensi ivity, the pancreas produces an excess of
insulin and is overworked in the process. Blood sugar stays sbove normal
because even the excess of insulin cannot quite meet the challenge of insensi-
tivity. Stocks and Martin® found such insensitivity in 12 of 25 disbetics
within & month of their diagr.osis of diabetes. Insensitivity is also commonly
found in o1dinary obesity!¥’, and can be returned teward normal in 80% of
obese persons simply by the climination of overeating.!? A major factor in
overeuting, of course, is a high intake of fat.

Insensitivity to insulin is often found alsc in nondiabetic patients who
have vascular diseasc. John Yudkin, professor of nutrition at Queen Eliza-
beth College of the University of London, cites studies indicating that the
raived blood levels of insulin "may be an carly stage, if not the earliest stage,
in the development of coronary disease.”'*® This link of insensitivity streng-
thens the view that an excessive intake nf fat is the prime cause of both dia-
betes and coronary heart disease.

Yet most diabetes specialists tou:y ignore the role of a high fat diet
and regard disbetes as a mysterious disease the cause or causes of which are
usually unknown.14% J_ Stuart Socldner, acting director of research at the
Joslin Diabetes Foundation in Boston, has named heredity, viruses, and au-
toimmunity as the three most likely causes of diabetes.!

Since much more than & simple lack of insulin is involved, diabetes has
crme to be an "umbrella® term?*? for persistent high levels of blood sugar asso-
cisted with serious discase affecting the vascular and nervous systems of the
heart, kidney, eye, extremities, and other organs. The classic symptoms and
signs are thought to be largely produced in the end by one of two ways or by
& combination of both: (8) a destruction of the beta cells of the pancieas

which produce insulin; (b) a decrease in the sensitivity of all cells in the body
to insulin.
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The destruction of the beta cells is most severe in the juvenile type of
diabetes, now called Type I, or insulin-dependent diabetes mellitus (IDDM).
This destruction can be caused by many kinds of stress, including viruses,
bacteria, chemical poisons, and sutoimmune reactions to physical and mental
exhaustion. The beta cell destruction and dccrease of sensitivity to insulin in
these diabetics is usually so great that insulin must be administered to prevent
serious illness or death from the eventual breakdown of body tissues. An ex-
traordinary example of chemically caused diabetes occurred in 1975 in the
US., Korea, and Japan from the accidental consumption of the rat poison
pynminil. Four years later it was withdrawn from the market.

The adult-onset type of diabetes is now called Type II or noninsulin
dependent diabetes (NIDDM). Such diabetics are usually obese, but not al-
ways, and constitute 80-90% of all cases of diabetes. Their main difficulty is
insensitivity to insulin. The category of "non-insulin dependent”, however, is
actually a misnomer, since many of these diabetics, especially lean diabetics,
do require insulin or oral diabetic drugs'®. However, by using the ancient
diet of 10% fat, most of these diabetics, even the lean ones, can be taken off
insulin and oral drugs.1$0:18%

Golden Age?

Some diabetic experts claim that more progress has been rchieved in
understanding diabetes in the past decade than in all the previous fi.’tly years
since the momentous discovery of insulin by Banting and Best in 1921.%% Ac-
cording to Ronald A. Arky, chief of medicine at Mount Auburn Hospital in
Cambridge, Massachusetts, "The past 10 years have been a golden age for dia-
betes research."1#4

But has it been & golden age for diabetic patients? Stephen Podolsky,
chief of the endocrinology and metabolism section of the Boston Veterans
Administration Qutpatient Clinic, paints a grim picture of the disease:

Diabetes, witk ite complications, is now the third icading
cause of death in the United States, accounting for over
300,000 lives annually. Diabetes decreases life span by
approximately onc-third. Approximately 10,000,000
Americaas now have diabetes. Because of its hereditary
nature, and because it is a family oriented disease, dia-
betes indirectly affects 50,000,000 Americans. In this
country more than 600,000 new cases of diabetes ere di-
agnosed each year, and the incidence of the disease is in-
creasing by 6% a year. Diabetes is now the leading cause
of new cases of blindness, and diabetics are 17 times
more prone to kidney disease and over 5 times more
prone to gangrene. They are twice as prone to heart dis-
case and stroke.'$®

According to NIH, the cost of health care directly attribu*able to dia-
betes in 1984 was $13.8 billion.!® The incidence of diabetes has been steadily
increasing world-wide. The number of diagnosed diabetics in the U.S. was 2
million in 1952, 3 million in 1967 (2% of the population)'*”, and 9 million in
1979 (4% of the popuiation).™ The chronicity aad vascular complications of
diabetes render it one of the most crippling diseases. According to a drug an-
alyst for the brokerage firm of Kidder & Peabody, ther- are 20 million dia-




ERIC

Aruitoxt provided by Eic:

181

THE PRITIKIN PROGRAM AND DIABETES 16

betics worldwide. vith a potential market for antidiabetic drugs of $1.5 bil-
lion; and this mar’ ¢t is growing by about 800,000 new diabetic patients a year
in the US. alone.!

It is estimated that eventually 10% of the population will be diabetic,
and some authorities say 25%.)%° Diabetes is considered the third-ranking
cause of death in the U.S., but may really rank higher than this. It .3 diffi-
cult to judge in how many of the 550,000 coronary deaths 2 year diabetes
plays a major oart. Federal statistics show that for the year 1968, diabetes
was mentioned on 126,639 death certificates, but only on 27% of them was di-
abetes listed as an underlying cause of death.'®!

Epldemtology

Epidemiology is the study of the distribution of a discasec and its
determinants, and it has provided powerful clues leading to high dictary fat
as the chief cause of diabetes, just az it doe* for hcart disease. The incidence
of diabetes has long been associrted with affluent socictics which could af-
ford luxurious food. In primitive socicties, disbetes and the closelr linked
atherosclerosis and coronarv heart disease are all quite rare 183163184 4c.
cording to T. L. Cleave, s British naval surgeon with extensive foreign
medical experience, *Diabetes is practically unknown amongst the ordinary in-
habitants of, for example, Chins and India, only occurring there in the
wealthy inhabitants that live on the Western type of diet”, and has not been
reported in Bushmen, Hottentots, Laplanders or Australian aborigines.'$® The
major difference in their diets from that of the affluent West is a high
consumption of unrefined complex (starchy) carbohydrates and a low
consumption of sa:iurated fat and total fat. Again, this is essentially the diet
of ancient civilization.

With regad to the increase of diabetes in the Third World, Arthur
Teuscher!®8, chaiian of ¢ syraposium at the I1th Congress of the Interna-
tional Diabetes Federation, stated that diabetes is linked to increasing migra-
tion from rural areas to cities, and is associated with & change in diet and a
more sedentary life style.

We referred earlier to the recent recommendation of our National
Heart Institute that Americans substantially lewer their dictary fat strongl/ in
the direction of the Japanese level. Information from S. Tsuji of the Kobe
University School of Medicine and other Japancse and Korean authorities*7 is
illuminating. As the Japanese diet and life style have become more Western-
ized, the incidence of d:abetes has steadily increased, by more than tenfold
from 1947-80; and the mean fasting blood sugar levels of employces in Tokyo
enterprises have incr ased year by year.® By 1957-1960, using sensitive
diagnostic methods to pick up "very mild cases of diabetes,” the incidence was
1.5% of the populaticn. In 1919, the death rate from diabetes was 2.9 per
100,000, and by 1968 had increased to 6.3. In 1919, the Japanese intake of fat
was 4.7% of calories; in 1960, 11%; in 1965, 15%; and in 1967, 17%. These fig-
ures from Tsuji and others show that over this period the diabetic mortality
aoubled as the fat intake went up threefold.

According to Jean Mayer'®, formerly professor of nutrition at the Har-

vard School of Public Health and now president of Tufts Collcge, a Japanese
with diabetes is usually allnwed about 350 gram of carbohydrate and 30 gram
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of fat per day. Assuming a 1,600 calorie dict, this contsnt of fat is about 7%
of calories.

Tsaji reported that Chinese medical customs are similar to those of the
Japanese, and that in Taiwan, frora 1957 to 1966, the mortality from diabetes
rose by $7%, from 1.62 to 2.54 per 100,000 deaths. In the period from 1345 to
1968, the percentage of calories from fat slso more than doubled, from 7.8 to
19.5%.

Tsuji regarded diabe'es as follows:

Civilized daily li‘e is considered to promote the occur-
rence of diabetes. Fating too much and reduced physical
exercise are the two main calamities of our civilized life
#%¢ we are now astonished at the astronomical number of
diabetics in the civilized world. The introduction of civ-
ilized life amoug the Asian people is slowly progressing
everywhere, but at a different tempo. This circumstance
is thought to be related to the varying epidemiological
pattern of diabetes in Asis.

The Japanese people are not particularly immune to dia-
betes ... The nutritional state ‘I the people, whici has 8&
intimate relationship to diabetes, has changed and i« still
changing in fapan, accompanying the incrcase in the
gross national produ<t afier the War, and the daily intake
of calories, fats anc animal protcins are gradually in-
creasing **® The nutiitional habits and the way of living
of the Japanese people arc now becoming more and more
westernized every year,

A British suthority’™ agreed:

D:betes is a discase of the prosperous ... like obesity and
atherosclerosis .. likely to arise in predisposed persons
who eat ‘oo much and exercise too little.

Fiber And Protein

For good health in general, and especially for diabetics, the carbohy-
drete in the diet should be Jargely of the unrefined, fiber-rich, complex
(starchy) type as contained in whole grains and vegetables, rather than simple
cubthdum or refined complex carbohydrates as in white bread. Recent
studies' 71" have shown that fiber has the unique property of siowing up the
absorption of carbohydrate, and thereby retasding the rise of blood sugar and
insulin after a meal. This eases the strain on the beta cells of the pancreas,
which then do not have to produce large and sudden increases of insulin dur-
ing digestion.

As with 8 diet low in fat, & diet comparatively low in protein also pro-
tects cellular sensitivity to insulin. In rats, & low protein diet renders them
much more r.usitive to insulin and with lower levels of fasting blood sugar.
The reverse is true on a high protein diet.!™ Similarly in man, s high protein
Jiet overworks the pancreas to produce large amounts of insulin, equal to or
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exceeding the stimulus from glucose, and hypoglycemia may resvlt.!” In un-
deveioped countries where diabetes is rare, the intake not only of {at but also
of protein is much lower than in Western countries, and the intake of veg-
ctable fiber is three or four times higher.

The nature, function, and even the definition of fiber in food is
presently climbing out of a confused state in the ficld of nutrition and
pathology. Fiber in food no longer means simply the string-like strands visi-
ble in meat or vegetable food, but also inciudes jnvisible structural materials in
all cell walls. Fiber in plant food is noc digestible by the endogznous secre-
tions of the intestinal tract, but is broken down by enzymes secreted by cer-
tain bacterial inhabitants of the intestines which play an in,?ortlnt role,
among other functions, in the control of cholesterol metabolism.!

Until about ten ;ears ago, visible vegetable fiber in human food was
generally considered v’ ~2cessary and often undesirable roughage. Even
though it alleviated conctipation, it was considered often too coarse for the
human intestinal tract. It was not appreciated that the fiber held water in its
interstices forming & gel and w~as actually more protective and curative for
the intestinal lining than fiber-poor food, except in cases where intestinal
pathology duc to lsck of fiber has become so far advanced that resupp ing
fiber in the food is not enough to effect & cure.}

Fiber wus known to contain a good deal of desirable trace minerals,
but the coarser whole-grain bread with all its original fiber still had an infe-
rior status, as if it were something like coarse homespun which civilization
had fortunately left behind in ity continued refinement of the clegant human
race. As mentioned earlicr, the invention of the high speed roller mill in 1870
made possible the removal of most of the fiber from grains.

In the US. a century ago, five times more fiber was consumed, and to-
day rural Africans, who have practically no coronary heart disease, diabetes,
cancer of the colon or a varicty of other gastrointestinal diseases common in
the West!"", eat six times more fiber than Americans.'” The usual Western in-
take of dictary fiber is about 15 gm/day, but this can be easily increased
four- or fivefold with u variety of foods available on the market today.!
There is now overwhelming evidence that ample vegetable fiber is indispens-
able to human health.

T. L. Cleave, of the British naval gervice, was primarily responsible in
the last ten years for moving the medical profession (as distinct from the lay
public which moved ecarlier) out of an unquestioning accep’ance of refined
foods. For this, just before his death in 1983, Cleave was awarded the Harben
medal from the Royal Institute of Public Health™ and the Gilbert Blane
medal for ival medicine from the Royal Colleges. Hlvin‘ observed the diet
and health of people in many parts of the world, Cleave!®' wrot. 1 powerful
and provocative paper in 1956, unfortunately published in an obscure naval
medical journal, eatitled "The Neglect of Natural Principles in Current Medi-
cal Practice”. This was followed up with several recent books**®18* which
convincingly linked the overconsumption of refined food to coromary heart
discase, diabetes, and other diseases.

In 1941, while senior medical officer on the battleship King George V,
Cleave reported his use of unprocessed whert bran to alleviste the widespread
constipation aboard naval ships caused by white bread and the relative dearth
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of vegetables and fruit, especially during wartime.!™ [In his preoccupstion
with the serious shortcomings of refined food, however, Cleave saw little
harm in the current high intake of animal fat in the Western world. His de-
fense of this at least served the useful purpose of helping to hold back an un-
critical substitution of polyunsziurated vegetable oils which at high ;ntakes
have hazards of their own, such as an increased incidence of gallbladder dis-
case!® and cancer. 185187

Cleave inspired other English doctors, especially Burkitt!®h180 544
Trowell'®1% ¢o pursue further studies on the importance of unrefined fcod.
Both Burkitt and Trowell had worked for many years with natives who were
on primitive diets in Ugands and d.a .ot have coronary heart disease and
Western gastrointestinal diseases rhey were thus prepared to appreciate the
full force of Cleave's epidemiological arguments. Burkitt carried the message
in many lectures in the United States ten years ago. Nathan Pritikin was
aware of their work, and both Burkitt and Trowell have been on the Board nf
Medical Advisers of the Pritikin Research Foundation since 1975. Burkitt, for
whom Burkitt's lymphoms is named, was particuiarly intecrested in the protec-
tive effec' against cancer of diets high in complex, fiber-rich carbohydrates
and low in fat, while Trowell pursued evideace that lack of fiber was an im-
portant {actor in the etiolugy of diabetes and coronary heart discase.

In addition to acting as a special food for bacteria which exert some
control over cholesterol metabolism, fiber provides a sensation of satiety
which tends to curb over-cating. The water-holding bulkiness of fiber pro-
duces & regular movzment of more liquid contents through the intestine which
prevents constipation. Relatively dry hard masses do not accumulaic in the
colon, especislly in the normal diverticula. Carcinogenic substances are di-
luted and do not linger so long against a particular ares of the delicate mu-
cosa. Lack of dictary fiber is heavily involved in the causstion of s wide
variety of gastrointestinal conditions which include constipation, gcllbladder
disease, ans' disorders, irritable bowel syndrome, appendicitis, diverticulitis of
the colon!®3, Crohn’s disease!®, and cancer of the colon. All these conditions
arc rare or gbsent in the natives of Africa and other undeveloped countries on
their low fat, higk ibe- natural diet.

The many roles of dietary fiber in r.lation to health are but one more
exar1 e of the interlocking network of functions with which the human ani-
mal 1 s adapted to the food in its environment over cons of time. We now see
more cicarly the risk of disturbing our ancient relationship with natural food
produced by our passage th . ugh the evolutionary sieve.

Tolerance of High Dieiary Fat

In view of the strong epidemiological associc..on of diabetes with a
high fat intuke, it is u:tonishing that Wester~ tertbooks on diabetes have made
50 little mention of even the possibility that a high intake of fat might be a
cause of diabetes. Beitrand Lowenstein’s excellent ook for his disbetic pa-
tients published in 1973 was & rare exception.!® This lack of intersst is prob-
ably due to the reluctance of Western civilization to face the idea that there
could be anything wrong with its rich and tasty diet high in fat.19

The usual recommendation of diabetes specialists today regarding fat

scldom goes further than the standard recommendation for heart paticnts, that
13, to cut down from the usual American figure of 40% to 30-35% of calories
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from fat, evenly divided between monounsaturated, polyunssturated, and sat-
urated fat, and even this recommendation is made with an eye only on the
atherosclerosis to which diabetics are exceedingly proae. Some diabetic clinics
allow an uncontrolled fat intake, so long as body weight is controfled.}®

The 1978 edition of the Joslin Disbetic Manuall® stated that a diabetic
may have 40% of his calories from fat, although it adds that "in recent years,
the tendency has been to preccribe diects tha’ are more generous in carbohy-
drate (45 to 50% of calories) and lower in fa." But this increase in carbohy-
drate is still far below the Pritikin level of 80% and the level in countries
where the incidence and severity of diabetes is low.

Note that all calories come from either fat, carbohydrate, or protein,
and th-* simple arithmetic determines that when the total calories and protein
arc kept constant as is usually the case, calories from fa: go down as those
from caibohydrate 5o up, and vice versa.

The 1971 edition of Joslin’s Diabetes Mellitus'®®, a large textbook of
over 880 pages, was quite extravagant in its praise of fat:

The Vaiue of Fat to the Disbetic. in the first 20 years
of this century, fat provided f- more than 40% of the
di. Letics patient’s calories. it is surprising how readily
individuals would est two or three times this amount.
Far more significant is the fact that our Quarter Century
Yictory Medal Diabetics, with their sound bodies and su-
perb eyes and arterics, were cxposed in the first few
years following onset of their J:abetes to diets Dpropor-
tionately much higher in fat than those of todayl A

it would be hard to find & more unscientific, rapturous, promotions!
statement than this. What are the pertinent numbers? What did the "Victory
Medal Disbetics” really eat? This statement has apparently bzen deleted from
the next and latest (1985) edition of the book, but the authors’ tolerance of a
high intake of fat has scarcely changed. Although the new text mentions tne
current recommendation of the American Disbetic Association3® of 30% of
total calories from fat, the text states that the Joslin Clinic uses "a little more
fat .. 30 to 49% fat with adjustment for individual needs."3®! Note that up to
33% more fat is considered "a little more."”

The 1971 Joslin text defended its enthusiasm for fat partly on the
ground of & needed content of essential fatty acids:

Fa., once ve'aed chieily for its high caloric value
in the diabetic diet now has & more importani
place since it has been determined that the lack of
certain esscutial fatty acids results in genuine
nutritional deficiency, and therefore u small
amcunt of fat is essential. Probably about 35-40%
of the calories in the average American diet is
provided by fats sithough this varies widely.

This linking of total fat with a sufficiency o. <:ssential fatty acids

(EFA) is an inadequate view of the situation, because a large amount of in-
discriminate diectary fat does not guarantec an adequate intake of EFA.
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Funhermore, even after ingestion of EFA their utilization may be depressed
w~hen there is heavy competition from an excess of non-EFA fats (saturated,
monounsaturated, and non-EFA polyunsnumed fst), all of wh:ch com mpete for

the limited supply of fat-metabolizing enzymes in the body.2°

In 1Me ancient diet, the EFA suffer much less competitive inhibition
from other fats, because the total fat is low and the polyunsaturated/saturated
l‘at%‘acxd ratio (P/S) is high, 1 or more, compared to the US. average of

Hugh Sinclair, proJessor of nutrition at Oxford, believes that the ratio
of EFA to non-EFA in the food is much more important than the actual di-
etary amount of EFA.®T There is also competition within the EFA, between
unoleic and linolenic acids, so there may be some advantage in consuming fats
with a ratio of linoleic to linolenic near the normal ratio in human fat of
10:1. This ratio in food oils ranges from 30y oil, 7:5; olive oil, 11:1; corn oil,
70:i; safflower oil, 159:1; and sunflower oil, 198:1.

The EFA (including their derivatives which our bodies do make, by
lengthening the carbon chain of the EFA) are very important constituents of
practically every cell in the body, especially in the brain, nervous and vascu-
lar systems. They have s wide range of functions as companionr of choles-
terol in cell membranes. When not sufficiently available, the body substitutes
inferior fatty acids in place of the EFA, with subtle and far-rcaching deterio-
ration in function. The EFA are also the starting point fur synthesis of the
newly discovered prostaglandins which exert profound control ovér many bod-
ily functions, including the clotting of blood. Research has been active in
Europe exploring the role of linolenic acid and its derivatives (known as the
Omega-3 family from the position of the first double bond in the carbon
chain) which appear to prevent blood clots in the coronary arterics (coronary
thrombosis). For ecxample, Sinclair®® has long been interested in the
Greenland Eskimos who have s prolonged clotting time and rarcly have hear:
attacks on their native diet of seal and fish. Their dict has a high content of
fat and cholesterol, but its EFA are dominated by the linolenic acid family.
A similarly lengthened clotting time has been produced in controlled
experiments on Europeans by feedmg them a diet high in the linolenic acid
group. Senator Weiker has been u?mg a reluctant NIH to conduct research
on the health benefits of fish oils.?

Holman?!! thirty years ago pointed out that in diabetes the requirzment
f r EFA is greatly increased, related to the rapid turnover of fat in that
d.sease. Presumably, inadequate utilization of EFA from competitive in-
hibition on the customary Westerr; dict high in fat 21s0 plays & role in both
diabetes aud cardiovascular discase.

The question has often come up as to which fatty acids are essential
and how much of them we need. Acccrding to the majority of authorities
worldwide, the EFA are linoleic acid and linolenic acid, aithough in the US.
there has long been 8 tendency to consider linoleic acid as the only EFA.
Perha, s this has been partly due to the problem linolenic acid has posed for
the food industry, in that its greater unsaturation makes it deteriorate much
more easily. The food industry often solves this problem by hydrogenation
(frequently stated on food labels), that is, converting some of the EFA,
especially the linolenic constituent, into ¢ saturated fat.

Various studies in both animais and man have concluded that the re-
quirement for EFA ranges from 0.5 to 5% of total calories, devending on
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age 3NN gome  authorities?SNGITIRIG  oyivace  that the EFA
requircment for adult msn is about 100 mg/kg body weight/day. This
smounts to about 2.5% of total calcries On the ancient diet of 10’0 fat with
les. cowpetition from other fats, it may well be tha. the EFA are better
utilized and that a lesser intake of them will suffice.

The remarn able uncertainty about the EFA requirement is well shown
by the recommendations for infants which vary from 0.5% of calories (Alfin-
Slater and Aftergood in the US, to 5% of calories, fen times as much in
Holland.?*' Crawford® in England belicves that infants may benefit from as
much as 4.5% of calories.

Svennerho'm®® in Sweden considered the levels in pooled breast milk
in that country, amounting in percentages of total calories to 3.5% for linoleic,
1.2% f.r linolenic, and 0.5% for arachidonic, to be suboptimal for EFA; and
yet infant mortality in Sweden is among the lowest in the world. Bernsohn33*
of the Neuropsychistric Research Laboratories of the VA hospital in Hines,
Illinois, called the low levels of linolenic acid in American breast milk
"particularly striking."

Dramatic evidence of the essentiality of linolenic acid was obtained by
Hoiman?**% jn an ynusual case of a 6-year old child which lost most of its
intestine from a gun-shot wound und had to be fed exclusively by the intra-
venous route. In this child, the requirement for linolenic acid needed to re-
verse obvious sigus and symptoms of neurological and other pathological
malfunctions was 0.5% of calories, the same as that for the rapidly growing
tissues of the female rat. Note this is only for linolenic acid. The
requirement for the linoleic acid component of the EFA is five to ten times
more.  Also, the requirement of either is more efficient by intravenous
administration since that avoids what may be considerable destruction of the
EFA in the intestinal tract.®

History of Low Fat in Disbetes

The phenomenon of resistance to insulin caused by a high fat diet in
both diabetics and normal persons has been known for fifty years, long before
insulin receptors were discovered. But so great has been the devotion to the
modern luxurious high fat dict by both the public and disbetes experts alike
that fat largely escaped present-dav incrimination as a major cause of
diabetes until Nathan Pritikin arrved on the scene. The astonishing history
of this is worth considerir~ since only by knowing where diabetes science has
been can we fully sense where it mav -,

Tiic damage caused by excessive cCictary fat was recognized in the
1920 and 1930’s by Geyelin®®, Sansvm™, and Sweeney® in the LS.
Adlersberg and Porges®? in Germany: kabinowitch?35:334,285,300,237,43,290,340 ',
Montreai; and Himsworth M3 M85 in England. These pioneers are now
necarly forgotten advocates of s high carbohydrate, low fat diet for diabe’es.
In 1935, the opeuing words of onc of Himsworth's papers™® were that "/t is
now securely established that the glucose tolzrance of a healthy individual is
determined by the composition of the diet which he has been receiving” 1In the
same year, Geyelin had concluded that the increased effectiveness of insulin
on & high carbohvdrate diet was "chiefly dependent on the degree (o which fat is
curtailed.® [Our emphases).
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Rabinowitch

Beginaing in 1930, the papers of Rabinowitch showed a remarkable
grasp of an enlightened trcatment of diabetes, as valuable now as when they
were written almost fifty years ago, and quite prophetic of the trend today
which Nathan Pritikin has pursued so effectively. Rabinowitch treated thou-
sands of diabetics in his clinic at the Montreal General Hospital, and
gradually shifted his dietary rcgimen from onc high in fat in the years 1923
to 1926, :ntermediate in fat in 1927-1930, and finally to the diet which he
found most successful: one high in carbohydrate and comparatively low in fat
(20-24% of calorics), and calorics also reduced for the purpose, he said, of
always keeping the patient in & lean condition. His original papers have to be
read to appreciate the depth of his scholarship and skill.

To make sure his diabetic patients were not embarked on the vicious
circle of receiving too much insulin, producing insensitivity to insulin, and in
turn requiring more insulin, Rabinowitch began trcatment of all but the most
severe diabetics with what he called a "ladder” regimen. Foods and fluids of
little caloric value were given for three days, followed by s gradual caloric
increase on a low fat diet, with insulin only as needed. In this manner, the
patient’s semsitivity to insulin was not damaged by excessive fat, and in the
ensuing months his carbohydrate tolerance on the low fat diet almost
invariably improved.

Rabinowitch's program probably faded out because of a gencral lack of
knowledge about the importance of crucisl nutrients in unrefined complex
carbohydrates littic used in that day. Nevertheless, the success he had in the
treatment of diabetes came from his appreciation of many fundamental
hazards facing the diabetic whicr are the subject of active research today.
For example, he recognized the danger of using insulin to overfeed the
diabetic, the loss of sensitivity to insulin produced by excessive dietary “at,
the improvement in protein metabolism when dietary fat is kept to 8
minimum, and the nesd for exercise to improve carbohydrate tolerance.

Himsworth

The work of Rabinowitch was experimentally confirmed and enlarged
in controtled clinical experiments by Sir Harold Himsworth?* at the Uni-
ver-ity College Hospital in London beginning in 1934. He scems not to have
bezn sware of Rabinowitch’s work since he did not refer to it. Himsworth
expiored the relationship of fat and carbohydrate. He showed that feeding &
high fat, low carbohydrate diet for a week to hesithy young men produced &
startling loss of tolerance to carbohydrates, shown by the glucose tolerance
test.

Himsworth?"” proved in his controlled experiments that increasing the
fat in the diet at the expense of carbohydrate decreased & patient's sensitivity
to insulin, thus increasing the amount of the hormone that had to be injected.
When he injected insulin into heaithy young men on a high fat diet, their
blood sugar did not drop as low as when they were on & high carbohydrate
diet. In other words, on the high fat diet the body cells were more resistant
(less sensitive) to the effect of insulin. From his experiments on men and
animals, Himsworth concluded:
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Those diabetic conditions which bring about improve-
ment of sugar tolerance are slways associated with an
increased susceptibility of the organism to insulin, whilst
those which cause impairment of sugar tolerance are in-
variably accompanied by & decreased susceptibility.

It is now securely established...that the sugar tolerance of
healthy individuals was impaired by administering a low-
carbohydrate high-fat diet, whilst it was improved when a
high-carbohydrate low-fat dict was taken. [Emphases sup-
plied}

In a careful statistical study of 143 diabetics and 258 controls,
Himsworth found that the majority of diubetics prior to the onset of diabetes
preferred diets containing an excessive proportion of fat compared to the
controls.

It has taken almost fifty years to get even a slight acceptance of
Himsworth’s view that the ability of the body to control the level of sugar in
the blood constantly changes in response to the proportions of carbohydrate
and fat in the diect. We ncw know the role of the dynamic receptor
mechanism. But this is scarcely as important as altering our procedvres in
disbetes to conform with what we have already known for fifty years about
the hazards of crcess dictary fat.

Kempaser

No account +." the use of a low fat diet in the treatment of diabetes
should overlook the famous rice diet introduced by Walter Kempner at Duke
University in 1939. Kempner designed his diet for the treatment of advanced
nephritis ané¢ hypertensive cardiovascular diseazs, but he also used it with
great success in severe diabetes and stubborn obesity.

The diet contained 2-3% of calories from, £% from protein, low salt
(250-400 mg/sodium/day), no cholesterol, and 2,000 calories. S50% of its
calories came from table sugar, und the other ingredients were only white
rice, fruit, and fruit juices, supplemented with multivitamins and iron. This
sustere diet, with only a third the fat and one-half to one-third the protein
compared to the varicd and palatable Pritikin diet, was eaten with unprece-
dented benefit by Kempncy's desperately ill patients for years at a time.

Kempner had his cye not on the very low fat content of his diet. but
primarily on the low protein, in order to spare damaged kidneys, and on the
discovery by Otto Warburg (whose assistant and associaie Kempner nad been)
that kidney function could be reversibly or irreversibly sltered by changes in
the oxygen conceatration of the blood. Kempner's working hypothesis’*® was
that a failing kidney was like an oxygen-.tarved kidney, unable adequately to
excrete the breakdown products of animal protcin. He reasoned as follows:

..the ordinary mixed diet may ccatain constituents which
increase the production of these *abnormal®, harmful sub-
stances by the diseased kidney celis.

Sarting from this working hypothesis, we have tried to
compensate metabolic dysfunction by replacing the
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ordinary mixed dict with a diet limited to rice, sugaz,
fruit, and fruit ji.ices, supplemented by vitamins and
iron. [Italics in oririnal).

Thus, Kempner theorized that the end-products of vegetable protein
would be much casicr than those of animal protein for the injured kidneys to
excrete. He may have chosen rice because of its bland nature, rice-broth
being an old demulcent remedy for diarrhea. He used -.hite rice, but held
that any kind would do, perhaps because vitamin supplements could replace
many of the nutrients present in unrefined rice. Salt was reduced to s
minimum. Allen®® more than a decade earlier was the first to describe the
beneficial effect of a low sodium diet for hypertension, but as Skylar points
out Allen’s observations were not generally accepted until Kempner's work
appeared.

Beginning in 1539, Kempner's diet Produced spectacular results which
astonished physicians all over the world. 3! Unusual improvement and some-
times cure took place in patients critically ill with malignant hypertension,
far advanced kidney disease, serious heart discase, diabetes and diabetic
re: aopathy, and extreme obesity.?®® Many months or several years of the diet
were oftea required for these results, but never before had any treatment
been cffective in malignant hypertension: “"Patients who at that tiine would
have died in all other hospitals had s reasonable chance of survival if they
came unde. Kempner's care**? Today, knowing the interlocking nature of
these discases, we can understand the scope of therapeutic benefit produced
by the rice diet, very low ip fat, cholesterol, and protein.

Blood sugar and insulin re~uirements in diabetes fell, arterial pulses re-
turned in peripheral vascular dis. e, blood cholesterol and triglycerides fell
precipitantly, cholesterol-containing xanthomas of the skin disappearcd?4, and
iucorrigible obesity was corrected. Kempner was also one of the first to urge
exercise in the treatment of cardiovascular disease.

Kempner methodically followed up the unexpected effects of the diet
on various systems of the body. In many of his patients, there was a reversal
to normality of cssential hypertension, cardiomegaly, electrocardiographic
abnormalities, hemorrhagic exudative retinopathy, and failing kidney func-
tion.

Kempner’s results in diabetic retinopathy (documented with many im-
pressive retinal photographs) were extraordinary. In a series of 44 paticnts
with “specific® retinopathy (ancurysms; punctate, preretinzi vitrcous hemor-
rhages; waxy exudates; retinitis proliferans), there was progression of lesions
in 9 cases; improvement in one eye but progression in the other in 7; no
change in 15; improvement in 13. In 19 cases in which the patients had
hyperteniive, arteriosclerotic or renal retinopathy (papilledema, hemorrhages,
cxudates, venous thrombosis), the lesions progressed in 3, did not change in §,
but improved in 11 cases.

Kempner minced n0 words about the difficuity of his rice diet, as may
be read in his second paper on the subject. It was, he said, monotonous, doee
not tastc good, and can never become popular. It must be caten quite a whii -
before its full effect becomes apparent. It becomes worthless «f modified to
please the patient’s tasic before such time as substantial improvement has
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occurred, and strict adherence must be re-instituted if Iaboratory evidence of
disease recurs. "There is,” he said, "only one excuse for such therapy: it helps.”

Kempner found that depending on the patient’s progress, the rice dict
could be eventually and cautiously modified to include vegetsbles, small
smounts of lean beef, chicken, liver, or a few eggs.

Notz the discipline required for the remarkable success of this regimen.
It is 85 if the deranged metabolism of serious illness could not get out of its
rut and back on the road of health unless it were shaken up by s major and
sustained change of the :nternal environment, the reflection of a major and
sustained change of diet. This kind of discipline can often be obtained only
in a controlled environment, as in the Pritikin Longevity Centers and their 26-
day sessions. That length of time has been found practical and effective not
only for substantial metabolic rearrangement, but also for educational and
psychological preparation to continue an improved lifestyle of diet and
exercise.

Kempner's results were soon widely confirmecd.® Why, then, did not
his rice diet of fifty years ago, low in fat, chole:tzrol, protein, salt, and
calor’es immediately become s great starting point for determined restriction
of these dietary constituents in the treatment of both cerdiovascular disease
and diabetes?

There were several reasons. Medical astonishment was closely matched
by medical disbelief and pessimism. Hadn’t this work come out of Duke
University, notorious for its fascination with extra-sensory perception? How
could there be & future for such a strange diet? The use of vitamin and
mineral supplements suggested that it was an inadequate diet on which to live
for the rest of one’s life. And would not most patients rather have almost any
discase and risk death than follow such a die:? It scemed unrcasonable to
both doctors and laymen to deny patients a wide range of apparently
wholesome American foods, especially at & time when much more information
was coming in sbout the benefits of vitamins and trace minerals. Kempner’s
rice dict became & regimen that 8 rare diabetes specislist might use only as "s
measure of desperation” (sce section on Kelly West below).

The final blow to interest in Xempner's diet was the slmost
simultancous discovery of the marvels of sulfonsmides and penicillin, which
saved many otherwise hopeless cases of infcctious discases. These successes
inspired chemists in the drug industry to synthesize an avalanche of new
drugs. In the forefront were powerful new antihypertensive drugs, which
lowered blood pressure quickly and were far easier to administer than 8 rice
diet.

The pendulum was swinging irresistibly away from common sense to
high technology, pampering the hope which springs eternal in the medicating
breast that by administering some added chemical, we can enjoy a luxurious
dict. But this means that drug toxemia is added to fat toxemia, and decades
may pass before we discover prohibitive side effects of a drug. The temp-
tation is strong, even in chronic conditions where there is time for delib-
eration, to use drugs recklessly without first making an intelligent effort to
correct & faulty lifestyle.
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Frylag Paa or Fire

Fifty years ago, if trying to ecat more sarbohydrate and less fat as rec-
ommended by Rabinowitch and Himsworth, aad cssentially limited at that
time to refined grain products as the major source of carbohydrate energy, a
diabetic simply could not be adequately nourished for an extended period of time.
Decreasing fat while increasing refined carbohydrates was jumping out of the
frying pan of excess fat into the slow and subtle fire of not enough vitamins,
trace minerals, fiber, and essential fatty acids. The diabetic patient and his
mentors were unknowingly trapped between the devil of harmful fat and a
sca of emasculated carbohydraies.

We can see now that this dilemma arose simply from a thoughtless and
reckless tampering with food in its natural state. Contemplating this disaster,
Cleave®®® liked to quote Horsce: "You may drive out Nature with a pitchfork,
but she will ever hurry back to triuz=ph in stealth over your foolish con-
tempt.”

Disbetes specialists :ver since have been in the san.e predicament as
heart specialists, trying to treat the diseases of their specialty without making
a significant change in the over-rich diet of the Western world. As mentioned
carlier, their therapeutic house has beéen built not on the rock of the ancient
natursl diet of civilized man, but on the sand of artificially refined carbo-
hydrates and »n excessive intake of fat.

Zcw F»’ Dlet: Forty Quiescent Years

For almost forty years after the work of the carly pioneers, only spo-
radic attempts were made to use & low fat diet in diabetes. During this time,
the most significant work was reported in 1955, by Singh*® from India. Singh
tad a great advantage, awareness of which is not indicated in his report: he
worked in & part of the world where low fat diets, of ten associated with vege-
tarianism and therefore high in fiber, are much more common than in the
West. Singh referred to Rabinowitch and Himsworth, and put 80 insulin-de-
pendent diabetics on 8 diet of 11-12% fat, 27-30% protein, and the balance
carbohydrate (character not described), and confirmed what constitutes the
revolution in the treatment of diabetes today. After a» much as 18 weeks on
this diet, all but 12 patients could be taken of f insulin entirely, and for the
remainder the dose was substantially reduced. Glucose tolerance and fat
tolerance improved, but “unless the low-fat diet is kept up for a long time, the
diabetic tendency reappears dut it can be recontrolled *** With improvement in
symptoms, the glycosuric condition, and general health in a short space of 3-6
weeks, most patients did n» mind the comparatively slight inconvemence of
ad justing themselves to the low-, i diet and were fully cooperative” [Emphases
added).

The importance of Singh’s experiments and conclusions can hardly be
over-emphasized. He rccognized the labile nature of diabetes and its relation
to excess dictary fat. He emphasized the persist*~~¢ with which the diet had
to be followed in order to achieve his remarkable results. He pointed out the
ease with which his Indian patients adhered to & regimen of only 11-12% fat.

Most Western authorities still cannot accept the idea that such a low in-

take of fat is reasonable and practical. For their patients, and no doubt for
themselves and kindred as well, they have long built their therapy around the
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Western rich and luxurious diet of 40% calories from fat. Singh's success with
his patients, who stayed with cquanimity on & diet as low in fat as the Pri-
tikin diet, also throws doubt on the criticism of NIH authoritics that
Americans would not give up their present rich diet long enough to get any
bencfit from a diet of 10% fat.

This criticism was first made by Robert 1. Levy, Director of the Na-
rional Heart, Lung, Blood Institute, after sending 8 team of cxperts to observe
the Pritikin Center in 19763 Studies, however, have since shown?*h36%38
that compliance with the program after a person leaves a Pritikin Center is
50% or better. This is surprisingly good considering the difficulties of pursu-
ing 8 10% fat-caloric diet in 8 cultural milicu where health authorities do so
little to make it known, much less encourage it. As mentioned earlier,
government health authorities have never told the public about the option of
8 10% fat diet.

Most people, after a thorough trial, find the very low fat, low choles-
terol diet palatable, and with food of high quality often come to prefer it
Time is needed for the taste buds to rezsover from the previous habitual on-
slaught of excess fat, sugar, and sait - rather like cars recovering from the
high decibels of hard rock music and again able to appreciate more moderate
sounds.

A few years sfter Singh’'s work, Van Eck and Ernest’ tried
restricting fat in the diet of diabetics to about 10% of calories for periods up
t0 2 1/2 years. However, information about the nature and fiber-content of
the carbohydrate which they used was scanty or not recorded. In general, the
diabetics did surprisingly well in their experiments. There was improvement
in retinopathy and a lowering of blood cholesterol took place, with no in-
crease in the requirement of insulin.

One of the few papers suggesting a dictary ctiology of diabetes ap-
peared in 1972, entitled "Can Dict Be Responsible for the Initial Lesion in Di-
abetes?” Significantly, it came from the heart of Africa where low dietary
fat and high complex carbohydrate are the rule. The authors were Wapnick et
2128 gt the Godfrey Huggins School of Medicin. in Salisbury, Rhodesis. They
tested three groups of men: African cleancrs, African students, and Europeans.
The range of diets covered native, intermediate, and Western types. They
found, as onc would cxpect, that fasting blood sugars and glucosc tolerance
tests (GTT) verged toward the diabetic type the more onc moved from the na-
tive diet high in complex carbohydrates and low in fat to the reverse of this
diet as used by the partially Westernized students and Europeans.

Wapnick found that blood insulin values during the GTT were the low-
est in the cleancrs, higher in the African students, and still higher in the Eu-
ropeans. Onc may conclude that the natives, who have a low prevalence of
diabetes on their customary diet, keep their blood sugars low and under ex-
cellent control, and do not nced to secrete much insulin for the hormone to
perform its functions in tissue cells which retain their normally high sensitiv-
ity to insulin.

*An Analysis Of Failure"

In 1973, & remarkable paper appeared entitled "Diet Therapy of Dia-
betes: An Analysis of Failure," by the late Kelly West®?, professor of medicine
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at the University of Oklahoms. West cloquently described the faltering at-
tempts of diabetes specialists to absorb the lessons of the past with respect to
the advantages of high carbohydrate, low fat diets. But as usual in the spe-
cislty of disbetes, his primery emphasis was on carbohydrate, and in the ex-
cerpts below we have put the concomitant change of fat in brackets as a cross
reference, and also italicized two key phrases:

Misunderstindings and Uncertaintics
About the Effects of Carbohydrates

In 1949, as a measurc of desperation, 1 prescribed a rice
dict for & severe diabetic with malignant hypertension.
Although dictary carbohydrate wus increased approxi-
mately three fold [thus decreasing fat threefold), there
was no increase in insulin requirement. Like many other
physicians who kad this experience, 1 was reluctant ei-
ther to accept fully the implications or to follow up the
findings adequately .. In the process of preparing a pub-
lication of this "discovery,” I was surprised to find that
very similar experiments had been done before 1935 by
Himsworth, with the same results. Over and over again,
this phemomenon had been rediscovered and subsequently
Jorgotten or disregarded. [Emphasis added).

I hope that the cvidence cited above and the authorita-
tive cndorsement of diets contsining more liberal
amounts of carbohydrate [lcss fat] will lead pk,..cians to
reconsider their dietsry strategics. But history has shown
that it is extremely difficult for physicians, dieticians,
and patients to give up the notion that carbohydrates are
bad for people with too much sugar in their blood. To
most it just does not seem logical that carbohydrate
would be so well tolerated.

West pointed out the difference in the diet of the undeveloped coun-
tries .ssociated with less damage to the biood vessels:

The large [biood] vesseis of the diabetics who have lived
in disadvantaged countries, and who have received little
or no medical attention, usually look much better than
those of our patients who have had the “"sdvantage® of
consuming the traditional diabetic dicts of North Amer-
ica and Europe.

Regarding the comnection between obesity and disbetes, West stated
that in affluent socictics most diabetics are fat people, that weight reduction
has & "profoundly advantageous effect” increasing the desirable sensitivity to
insulin, and “thus, in some ways, the problem of achieving weight reduction is
the most important challenge in the therapy of diabetes.” But West failed to
mention that in populations around the world it is those who have a low in-
take of dictary fat and a high intake of unrefined carbohydrates who have
the least problem with obesity.
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West pondered the disinterest of diabetic specialists in dietary therapy:

1 suspect that & major reason for the de-emphasis of dict
therapy is the insecurity of physicians with a method of
therapy concerning which they know litle®. [Emphasis
added).

West went so far as to characterize thi- reluctant de-emphasis of diet as
prejudice” on the part of Western diabetic xperts. The tide, however, was
beginning to turn, quite possibly in no small degree due to West’s forthright
criticisms.

In 1974, Gulati, Rac atd Vaishnava®™® in New Delhi, referred to
Singh's work of twenty years carlicr, and announced they were forsaking their
usual 30% fat dict for disbetics, because they got better results with a 15% fat
diet. They also mentioned that there was clear evidence that Asiatics on their
traditional carbo’l.nx'dute-rich dicts "have a significantly lower incidence of
vascular lesions™, compared with American and European patients on
traditional diets.” Note again the preference for designating the dict ir terms
of curbohydrate rather than fat, a diversionary practice which started almost
with the discovery of sugar in the urine and which strongly persists to this
day.

Baird and Strong®™ in 1975, emphasized the importance of restricting
fat in the diet 1or diabetics, but they sllowed a very wide range of fat. They
stated that the dict should be restricted in energy, relatively low in fat, rela-
tively high in protein and starch, and sucrose should be omitted. This recom-
mendation of less than 40% fat-calories or 50-150 grams of fat per day was
too loose to be cffective. The average US. consumption today is about 160
grams®”’.  With 9 calories per gram of fat, 150 gramz of fat amount to 45%
fat-calories on a 3,000 calorie diet, and 54% on a 2,50 calorie diet.

In the same year, Douglas?™ reported that increasing the raw, unpro-
cessed foods in the diets of 2 diabetics greatly decreased their insulin re-
quirements. Jacobson and Hlstinu’” 8 year later, using & high fiber and pre-
dominantly raw food diet (which tends to be very low in fat), reported per-
forming the very unusual feat of taking s brittle ("juvenile” type) diabetic
first off 80 units of insulin and tuen off oral diabetic drugs. They had similar
results with 2 other diabetics. One of these patients claimed he foucd "nuts,
oils, sccds, soy beans, pesnuts and whole milk toxic to his system.® All thesc
foods, of course, are high in fat.

In 1977, Farinaro, Stamler, and colleagues?™ quoted with approval part
of West's "over and over again" paragraph cited above, and described their
experiments on 150 grossly obese coronary-prone men, in which s decrease of
total dietary fat, from 40.5% to about 32%, improved glucose tolerance.

The authors referred to much other research showing the favorable ef -
fect of bigh carbohydrate low fat dicts on glucose tolerance:

These data are supplementary to, and fully in accord
with, observations that have been accumulated worldwide
Jor more than half a century. [Emphasis added).
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They cited Himsworth’s experiments, but did not mention his last pa-
per®” which described the simultancous sharp drop in the British intake of
fat and in diabstic mortality during World War II, and Himsworth's suggestion
that \his cvidence was consistent with the theory that the ingestion of fat
caused diabetes.

m

Farinaro et sl pointed out that decreasing saturated fat and cholesterol
"slmost inevitably lcads to a decreased proportion of total fat in the diet", and
that scientific organizations concerned with both diabetes and cardiovascular
discase arc moving toward a diet which is:

- moderate in total fat .. effective both for long-term
reduction of clcvated serum cholesterol, triglycerides and
weight and for maintenance and enhancement of prog-
nostically favorable plasma glucose levels .. These devel-
opments - aspects of the continuing efforts to bring the
coronary cpidemic under control - may already be play-
ing & role in the wecicome downswing in U.S. mortslity
rates from coron :ry heart disesse and all causes in recent
years.

Here again, we have the gingerly approach to the awful thought, which
very few medical scientists since Himsworth seem to have expressed frankly,
that high dietary fat common in the US. and other Western countries may be
an important cause of diabetes.

By 1980, perhaps typical of the position in which diabetic specialists
found themselves is s quotation from Romald M. Arky3™, professor of
medicine at Harvard Medical School and s past-president of the American Di-
abetes Association. He referred to the "the lack of substantial progress in the
treatment of this disorder for over 50 years .. the marked increase in the
prevalence of the disorder in the years 1965-1973% but goes on to say that "In
fact, the perpetual controversy about the relative quantities of carbohydrate
and fat is superfluous.” Yet, in his conclusion, he emphasized that the plasma
cholesterol of diabetics should be controlled (no levels given), and that the
~2¢jest way to, do this is an "emphasis on foods with lower fat content”.

So far as a high fat dict is concerned, Arky deprecated this only be-
cause it represented "concentrated calories”, and he allowed fat to the extent
of 35% of calorics. More recently, he was quoted™ ag recommending slightly
less fat (30-35%), but reiterating that the most important determinant for all
types of disbetes is the aumber of calories consumed, not the smount of
protein, fat, or carbohydrate; that diabetics should consume the same foods

caten by other family members; and that only simple carbohydrates need to be
limited.

With regard to increasing carbohydrate and decreasing fat, no diet can
permancatly succeed if it neglects s single link in the chain of indispensable
nutrienrts, which includes vitamins, trace minerals, essentiat fatty acids, and
dictary fiber. Sooner or later the body will subtly rebel, and signal its rejec-
tion of overconsumption, and/or unnatural foods, and/or improper proportions of
the constituents of foods by the development of ostensibly mysterious discases.

Subtle diseases are understandably very difficult to recognize when the
causal circumstances have become a way of life. In the US. and other West-
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ern countries, not only s.¢ refined foods almust universally consumed by the
public, but they also constitute the stock-in-trade of dicts used in almost all
medical research. Furthermore, the most eclaborate and best financed medical
research is conducted or controlled by the federal government, which finds it
difficuit to criticize and regulate the largest industry in the country --- the
production and distribution of food. This industry, for various; reasons, hus <
heavy financial stake it refined foods. They have 8 longer shelf life. They
are less susceptible to chemical spoilage (for example, a lower content of the
very labile polyunsaturated ecssential fats), and to consumption by insects
which, like humans, have difficulty living on them. As & result of the selec-
tive breeding of plants, various agricultural technioues, processing, storage,
and other practices aimed primarily at economic efficiency, the flavor of
many modern foods is intrinsically insipid or otherwise unattractive. To
counteract this as well a3 make the food more attractive, the industry has
drifted into adding salt, sugar, fat, and artificial flavors, which tend to cover
up sny basic inferiority. The public as & whole is but little aware of these
practices and their serious effect on health. The swing to natural, wholesome,
unadulterated food has only just started.

Pritikin Aad Aadersoa

Over the years 'mall numbers of diabetic patients have greatly bene-
fited from a dict in which fat was 'ow, even 3% of calories as in the Kempner
die’. But no large scale trial involving & diet containing as little as 10% of
calories in fat got under way until 1976, when Nathan Pritikin started his
Centers. By using an unrefined very low fat Jiet, he remedied the
insurmountable defect in the diets of Rabinowitch, Ilimsworth, and Kempner
of slmost half s century ago, and fully confirmed and enlarged what was
found by those pioncers and their contemporaries.

Before Pritikin established his Centers, his initinl success with & few
aiabetice was so unusual that in an effort to persuade diabetes establishments
to try his diet, he contacted various universitics and clinics. Stanford Univer-
sity was interested, but informed hi:a he would have to pay the cost, which
would be $30,000. Pritikin asked for 60-90 days to raise the money, but after
he had done so was informed that in the interim other research projects had
intervened and that his project had too low a priority to be undertaken. Sub-
sequently, Pritikin of fered the money to the University of Waskington and to
the Sansum Clinic in Santa Barbara but to no avail. Pritikin gave copies of
his monograph, "Disbetes: ®revention and Cure®, to the chief investigator at
these institutions in the hope of arousing interest. The monograph included a
review of the work of Rabinowitch and KHimsworth and had been submitted
without success in 1973 to & publisher of medical books.

In March of 1974, Pritikin presented his concepts at a joint mecting of
the International Academy of Me:abology and the American Academy of Med-
ical Preventics in Miami. This, together with an announcement in the Journal
of the AMA®™®, garoused enough interest so that he had soon enlisted some
thirty physicians around the country to try his srogram on their patients.

In April, Pritikin read a report of a talk given by James W. Anderson,
chief of the endocrine-metabolic section of the VA Medical Center and
professor of medicine and clinical nutrition at the University of Kentucky
Medical College, at a symposium on carbohydrates in Atlantic City. Since
1967, Anderson had beer working on the r+action of normal people and dia-
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betic patients to increased carbohydrate in the diet, using the usual American
diet of refined foods, to which he added table sugar or glucose to increase the
total of carbohydrate. Essent:ally, he repecated the experiments of Himsworth,
but used higher doses of simple carbohydrates over longer periods of time and
measured blcod insulin by radioimmunoassay which was not possible in
Himsworth's time.

In 1973, Anderson®™ had reported, just as Himsworth bad shown almost
forty years carlier, that a diet high in refined sugar or glucose eitker did not
impair or else actually improved the glucose tolerance test (GTT) in a group
of 13 normal young men, and that this effect extended to extremely high in-
takes of these simple carbohydrates. His control diet was a typical American
diet of carbohydrate at 40% of calories, fat 43'%, and protein 17%.

With regard to incriminating dictary fat, And=rson at this time went so
far as to remark that *The observed deterioration [of the GTT] secems to be
related to the high fat content of the diet,” but his main conclusinn was the
same as Himsworth’s, simply that & high sucrose dict leads to improvement of
the glucose tolerance in normal subjects.

Pritikin suggested to Anderson that they collaborate on the use of the
Pritikin diet in 8 controlled study or Anderson’s diabetic patients. This was
done at the VA hospital in Lexington, Kentucky. Pritikin drew up a protocol
for the study and arranged for its funding. The protocol specitied that calo-
ries would be allocated to protein 12%, fat 10%, and complex carbohydrate
78%, later modified to protein 16%, fat 9%, and complex carbohydrates 75%
In 1976, Anderson®® published a report of the 13 diabetics in this study.
Since then, in many oiher stndies Anderson3$1383.283384.288 400 peen using this
diet, which he has named the HFC (high-carbohydrate, high-fiber) diey, and
he has settl:d on a ccmposition of protein 19%, fat 11%, and carbohycrate
70%.

After an initial period on 11% fat-calories, Anderson’s policy is to relax
the fat restrictior. «0 as much as 25% calories from fa* in diabetics who can
tolerate it, but he finds that cven as little as 20% may not be low enough ini-
tially to produce "an optimal response”, for examplz, & 50% drop in insulin re-
quirements. With regard to the more severe protlem of lean diabetics, workers
both at the Pritikiu Center?3%" and Anderson?®® have published studies
demonstrating that on an approximately 10% fat diet, 75% of lean diabetics
can be taken off insulin in 4 weeks, without any change in weight. Over
periods of 18-20 months, Anderon has not had to restart insulin, even on lean
diabetics.

Pritikin used a diet of less than 10% fat in 60 patients, consisting of all
the Type II diabetics, inciuding 18 lean diabetics, who had attended his
Longevity Center over 8 five-month period, wherecas Anderson used an 11%
dict in 15 selected lean diabetics. It remains to be determined whether
Aaderson's relaxation of the fat restriction from 11% to as much as 25% is as
safe from the standpoint of che vascular complications of diabetes as Priti-
kin’s restriction of fat to 10% or less of calories

As mentioned earlier, the insulin resistance of obese disbetics 1s usually
attributed to the obesity, because it regularly improves when they lose
weight?*®2%  But the majority of lean diabetics also bave insulin resistance
which also improves on a fat diet of approximately 10% of calories. This
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suggests that insulin resistance in both obesc¢ and lcan diabetics 1s really due
to the ingesiion of too much fat, just as it was originally proposed by pioneers
1n the fielu fifty years ago.

Since the publication of Anderson's data, the American Diabetes
Associstion (ADA;'for the first time in f.fty years has now changed its
dietary guidelines During most of that time, the ADA had restricted
carbohydrates and lllowed fat ad lib. The new ADA guidelines recommend
up to 60% complex carbohydrate and as little as 20% fat As usual, actual
figures for the touchy subject of fat are nct given, so onc has to make a
simple calculation to arrive at the actual percentage of calories for fat. For
example, the ADA guidelines state that 12-20% of calories in the diet should
come from prntein, with 50-60% from carbohydrate, and "fat should make up
the difference” Taking the highest figures for protein and carbohydrate, 20%
and 60% respectively, simple calculation shows that one would be left with
20% fat. But a figure that low seems to be incomprehensibie or incredible to
specialists in the field. Friedman®™® in Goodhart & Shils' textbook of
nutrition, has interpreted the ADA recommendation as suggesting 30-38% fat-
calories, and the anonymous suthoritic: upon whom Newsweek recently relied
came up with a figure for its readers from the ADA of 30-35%™%. According
to the ADA guidelires, simple sugs. should still be avoided, and the "starches
shou!d be ‘complex’ carbotydrates such as rice and cereals.” Perhaps advice tc
avoid tab’c sugar and u:e cercals was about the heaviest shock which the
diabetes eutablishment could bear.

Anderson served on the ADA Committee which laid down these new
guidelines, but was apparcntly unable to persuade the Committee to say
anything sbout what might be accomplished by 8 dict as low in fat as 11% of
calories, which is the level he uses to get 75% of lean diabetics off insulin?*
Even though the ADA for fifty years had advocated a high intake of fat of
40% calories or more, along with a severe restriction of carbohydrates, it still
refused to accept or acknowledge the responsibility for this error. For
example, speaking through 8 reviewer in an issuc of Diabetes Care:

A high carbohydrate diet of high fiber content has been
recommended by many investigators for meal-planning
programs in the trcatment of diabetes. It must be
emphasized that this concept is not revolutionary. It was
enunciated many decades ago by Himsworth (Clin. Sci
1:3, 1933 and others). [Their reference, our emphasis].

Thus, the ADA disparaged the low fat dict on the astonishing grounds
that it had been known since 1923! As if o avoid facing or accepting this
dietary revolution, the ADA took thc position that the revolution, then or
now, is trivial. What the ADA did not say is tha: for all this time it had ig-
nored Himsworth and his contemporaries and that the ADA had been the
strongest force against the adoption of a dict any lower in fat than the usual
Western diet of 40% of calories.

Mann?® of John Radcliffe Hospital in Oxford recently stated that it
is no longer justifiable to prescribe & low-carbohydrate diet for matu -ity-onset
diahetes”. H C. R. Simpson and others” at the Diabetes Research
Laboratories ¢~ Oxford, have concluded that 8 high carbohydrate leguminous
fiber diet improves all aspects of diabetic control, and that restriction of
carbohydrute is unnecessary and may well be preventing both insulin-
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dependent and non-insulin-deoendent patients from achieving better control
of their diabetes.

In the Simpson studies, there were five times as much fiber in their
experimental diet, achieved by the use of wholemeal bread and beans,
compared to the control dict (97 gm vs. 17 gm). Their experimental die. was
18% fat, with & P/S ratio of 1.1, while the "traditional diabetic diet" they used
as the control was 40% fat with a P/S ratio of 0.3. The total blood cholesterol
on the experimental diet was significantly lower in both kinds of diabetes.

Simpson and Mann had joined the ranks of the few recent authorities
making reference to Himsworth's work of fifty years ago, but there wss still
strong skepticism about how much could be accomplished for diabetes by a
dict high in complex carbohydrates and low in fat. In 1980, they stated that
"We know of no published data suggesting that truly insulin dependent pat-
ients can have their insulin withdrawn as a result of any dietary modiication.”
[1talics theirs]. This statement was made before Anderson's report®’ on the
use of the 11% fat, compylex carbohydrate diet for the withdra ~al of insulin
in lean diabetics.

Much hangs on their definitions of "truly” and of "dietary modifica-
tion". On the one hand, the damage to the isleis ¢ the pancreas may, indeed,
be too great ever to permit the withdrawal of insulin therapy. On the other
hand, what might be the reparative effect of therapy continued for years, if
need be, as Kempner did, using a dict really low in fat? As to modifications
of diet, how wedded arc modern medical investigators to the proccssed foods
of today? Finally, how many treatment regimens lasting for years will be
carried out with Kempner's or Pritikin’s dedication?

The wave of the future for the low fat, high fiber diet in diabetes was
recantly indicated by DeLawter®™ when he referred to Anderson’s HFC (high
fiber, high carbohydrate) dict for diabetes as "the ultimate in dietary manage-
ment." He further stated:

Certainly the carbohydrate cestricted diets we so often
hear mentioned for the diabetic patient further upset the
metabolic state and tend to increase body lipids. Except
in the mildest type II diabetic patients, the "frec dict”
approach must be condemned. A new era of the proper
meal plan in the management of the diabetic patient is
gradually becoming appreciated.

In summary, what Pritikin, Anderson, and others have done in the last
ten years was simply to put diabetic patients on the ancient, natural, low fat
and high compie: carbohydrate diet of the technologically undeveloped
populations, where diabetes has long been known to be absent, rare, or of
mild degree.

Recent experimental work on a breed of Chinese hamsters which
invariably develop disbetes, has added dramatic evidence in support of the
view that a high iniske of dietary fat is a prime cause of diabetes. Mark
Connell and George Serritsen?® in the Upjohn Laboratories, said to have the
only colony of Chinese hamsters in the world which predictably produce
diabetic of fspring, have found that maintaining these animals on a low fat
diet of 3% calories will postpone the onset of diabetes indefinitely. Even
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feeding » low fat dict for a short time permanently lessened the severity of
the diabetes and delayed its onset.

Must startling of all, feeding the dams a diet cither high in fat (25% of
calorics) or low in fat (9%) determined the severity of the diabets in the of/-
spring. With dams on the low-fat dict from conception onward, and with their
pups continuing on this die* nroughout their lives, the pups remained
clinically normal and did . .evelop diabet:s although they did show
abnormalities in glucose toler: ..

The signi“icance of these findings for human disbetes can hardly be
over-cstimated. They indicate that in diabetes, just as in heart disease, cancer,
and a great many other diseases, 8 weakness or predispositiaon with respect to
a discase may be inherited, but environmentai factors (in this case & high fat
diet) may be of overriding importance. A high fat dict probably constitutes
an abnormal burdcn on the bodies of most people. It might be compared
the burden of driving & car 100 miles an hour. At this specd, any hereditary
unfitness for this burden would be likely to come to the fore and precipitate
an accident.

In genctics, as in most thing®, there is usually A trad ¢ which
enables Nature to keep an eye out for thc future n~eds of humanity, or to
warn us of undesirable cultural trends. The disadvantage of & predisposition
toward diabetes is likely to be offset by some other desirable quality, just as
Iack of a particular skill may be compensated by insreased semsitivity or
judgment in some other department. Another basic principle was well
expressed by Jrock®® "We are what we are born, but we also arc_what cur
environment sllows our genotype to become.” Or as Ancel Keys®! put it,
"though heredity may be s factor, it is not dom*nant enough to mske m- *
people prisoners of their genes.”

It seems clear that in the field of diabetes, as well as in atheroscler sis
and cancer, there has been too much grasping at hereditary straws out o &
blind and obstinate refusal to see anything wrong with the luxurious Weste 1
diet. The cruciul question is this: if most of our population were to cat & "™\
fat, low cholesterol, high fiber, natural dict, would diabetes and atheroscle.o-
sis amount to little more than 8 medical curiosity?

Urthodox Research oa Diabet:

What areas of research on diabetes are considered the most promising
by experts in the ficld today? A great deal of attention is being given to the
home monitoring of blood glucose levels. Using new and simple techniques, 2
finger is pricked four or more times @ day and a drop of blood is tested by
the patient. This can achieve a tighter control of the level of blood sugar and
theoretically reduce the precocious damage in the vascular system of the eyes,
heart, brain, kidney, and extremities to which diabetics are very susceptible.
But results are still equivocal.

A few years ago, portable pumps were developed which are worn by
diabetic patients to provide » continuous subcutanecous infusion of insulin,
imitating more closely \..¢ natural and constart secretion of insulin by the
pancreas. Richard Mahler®3, at the Eisenhower Medical Center in Palm
Springs, has called this "thc biggest breakthrough in disbetes cortrol since
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1922" when insulin was discovered. But the pumps have generally not aroused
such enthusiasm. According to Philip Felig, professor of medicine at Yale,
such intensive therapy does not halt vascular damage once it has already
started.

Considerable publicity has also been given to biosynthetic human in-
sulin, produced by inserting human insulin into the hereditary structure of
bacteris. However, an initial clinical trial has indicated that this new insulin
is not superior and may be infcrior to either bovine or porcine insulin, as well
as likely to remain higher in price.

Efforts have been made to transplant part or all of & healthy pancreas
into diabetic patients. In the last fifteen yecars, 170 diabetics have received
such transplants. As of 1982, 19 of these, all done since 1977, were function-
ing, but th.s¢ were transplants of only segments of the pancreas.®®

Currently much in favor for research is the theory that diabetes may
be an autoimmune disecase, ia which the body’s own cells are rejected and
damaged by one’s own system of immunity designed tn protect against foreign
substances. William C. Blackard3®, chairman of the committee on professional
education of the American Diabetes Association, recently stated that "The
study of the human immunec system is probably ths most exciting area of
research today offering hope for diabetics in the future” According to
George F. Cahill, Jr. 37 *There’s a0 question that immunological iatervention
will work in this disesse, but it’s going to take some time before we kzow
eractly which type will work best" Meanwhile, we would ask, why not
vigorously investigate the 10% fat diet?

Great hopes have been aroured that drugs might be developed to
protect the bets cells from these antibodies, like drugs that were developed to
prevent s patient’s immunc system from rejecting organs transplanted from
other persons. Authorities, however concede that presently available methods
.0 slter the asutoimmune respuase in diabetics are crude and more dangerous
than the disbetes itself ®® The most prominent drugs used to suppress the
immune system, when organs are transplacted from one individual to another,
are the adrenal cortical steroids, which are known to exacerbate diabetes.

Furthermore, it isn’t clear to what extent the sutoimmvue reaction in
disbetes is merely an accompanying or secondary effect of a more basic
cause3©. guch as chemical poisons, viruses, excessive fatigue, and psychological
stress, any of which can trigger diabetes.

All the foregoing avenues of research on diabetes are either modest
refineinents of current techniques or adventures into rather abstruse arcas.
Such research is greatly encouraged by the new tools of modera biochemistry
but is very likely to overlook simple and more important causes hiding behind
tong habit.

In Conan Doyle’s famous story, The Purloined Letter, 8 team of private
detectives repeatedly searched a8 house in vain for a compromising love letter,
sfter which Sherlock Holmes pu.nted out the letter to Dr. Watson, catually
folded in plain view on the mantelpiece. Likewise, in diabetes could there he
an important cause which is so commonplace that it has been overlonked? A
wealth of evidence, going back fifty years, i telling us that at the root of the
diabetic mystery is the nced for much less fat, and much more fiber, as found
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in the ancient human diet dominate’ by unrefined, complex carbohydrates.
How much longer, to use the words of Kelly West, must this t+ "rediscovered
and subsequentiy forgotten or disregarded™?

The Gamble

Given our modern lifestyle and the type of food in the marketplace,
what level of dietary fat produces the greatest fongevity and freedom from
discase? Will the goai of maximum health and longevity be achieved with the
30% fat diet which the Heart Institute’s Consensus Panel recommended in
December 1984, the 20% now used by Japan, or the 10% of ancient man?
What about the 15-30% fat diet, rich in monounsaturated fat from the olive,
in Crete, Greece, Yugosiavia, Spein, and southern Italy, where coronary heart
attacks are much icss frequent than in the US.? The government research
establishment has not yet shown nearly cnough interest in providing an
sanswer to these questions.

Who stands to lo3e the most if the current gamble on 30% fat, or even
20%, turns out bdly? It will certainly be the clderly, who do not have the re-
maining yecars which younger pcople have, to swing over later to a less rich
diet much lower in fat and cholesterol and achieve at least sc-ae unclogging
of the arteries which can be induced in other primates. As mentioned carlier,
such unclogging has been conclusively shown to occur in animal primates close
to man in which atherosclerosis has first been experimentally produced vy
feeding them the current American diet, and then regressed by returning the
animais to their normal diet of 5-10% fat.

Commercial Oppositioa To The Ancient Diet

The forces agsinst a 10% fat dict are considerably greater than can be
justified by a commendabie conservatisra which quite wisely questions any
inajor change in such & tasic feature of lifestyle as diet. Powerful economic
interests exert great control over government policy and clinical research, and
they tend consciously or unconsciously to resist dictary change. These are the
food, drug, and medical industries which all have a heavy stake in the status
quo, whether it bé high-pressuring people to eat more luxurious food than is
good for them, or using expensive drugs and surgical operations to patch up
discases cansed by the overconsumption of improper food. With the best of
intentions, captains of industry in these ficlds are bourd to have prejudices in
favor of the starus quo which deny nutrition its rightful position in the care
of health.

A rather active revolving doo - between government health agencies and
commercial interests also stands in th¢ way. For example, Theodore M.
Cooper, former Director of the Nationsl Heart, Lung, Blood Institute, tecame
executive vice-president of Upjohn Pharmaceutical Co.¥*! Herbert L. Ley, Jr.i
former chief of the FDA, is now 8 consultant to the drug industry.®
Sherwin Gurdner, former deputy commissioner of FDA, became & vice-
president of the Grocery Manufacturers of America.’®® Pricr to appointment
as FDA Commissioner in 1981, Arthur H. Hayes’ faculty position at Penn State
Medical College was fuily funded in the amount of $67,000, including
bonuses, by Hoffman-La Roche, the mrker. of Valium.%* Howard Robbins,
former head of the “DA's burcau of foods, became vice-president of the
National Soft Drink Associstion.™® Many other examples could be given.
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The fact that of ficials move between government and industry does not
by itself mean that they violate the public trust, but does make it difficult to
belicve that government officials can cvaluate objectively the therapcutic
merits of nutrition versus drug therapy.

Finslly, it m st be admitted that any of us in this profligate age are
naturally reluctant to forego dictary indulgence. Peer pressure is strong. The
only antidote for this is full information, so that ou: intellect rather than our
taste buds are in control. It is just as important that gastronomic appetites
defer to arterial health, as that late-coming drivers at 4-way stop signs defer
to earlier drivers in order to ensure social health. Intelligent restriint has
slways been tF hallmurk of civilization and the doorway to shared freedom
and avoidance f distress. But restraint cannot operate withcut full in-
formation, snd the public is only beginning to get this from our most
powerful and knowledgcable government health agencies.

The Goal

The goal of the Pritikin program is to show the public that there is &
rational, low-cost, safe and effective dictary option for the prevention and
treatment of major common diseases which often does not involve the
substantial risks and costs of ecither drugs or surgery. The link between s
luxurious high fat, high cholesterol diet and hecart discase, hypertensior,
diabetes, and sancer is strong. The high tech modalities of drugs and surgery
will always have an indispensable and last-resort role in acute or advanced
diseases, but they shouid not dominsate the scenc. Intelligently applied
nutrition puts the body in the best position to prevent, ameliorate, or cure
many common diseares.

We believe the time is long past for dilatory half-hearted measures.
The present-day miscry and cost of cardiovascular diseaic and diabetes - to
mention just these two - is intolerable. Why ignore the kncient dict contsining
fat at 10% of calories still used all over the world by undeveloped populations
that do not have our epidemics of degenerative discases?

This is not to say that the Heart Institute should now urge everyone to
go on 8 10% fzt diet, much as we think widespread adoption of at lcast near
this level of fat would be of great benefit to the health and pocketbook of the
American public.

We ask merely that citizens should not be left in the dark about the
full extent of their dictary options to prevent and treat the degenerative
discases of modern Western civilization. It is the responsibility of democratic
government to give the public the evidence from epidemiology, clinical
studics, and animal experimentation which bears on the causes of these
discases. Each individual will then have some resl power to decide just what
program of diet and exercise is desirable and feasible for his or her own
health.
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The CHAIRMAN. Dr. Wynder, my old friend, welcome.

Dr. WyYNDER. Senator Hatch, as the concluding speaker, let me
say how lucky the public is to have you as congressional ieader for
the area of health promotion.

The CHAIRMAN. k you.

Dr. WynpER. I am convinced that we will never have preventive
medicine in this country unless we politically want it.

I, of course, agree with the statements made by various speakers.
Perhaps the one point that needs further emphasis is that hyperli-
podemia is also a problem in our children. In studies in Westchest-
er and the Bronx, more than 40 percent of the children had choles-
terol levels over 170 milligrams percent, a level already considered
by a recent NIH Conference on Atherosclerosis as at moderate risk.

It is clear that our health habits begin early in life—be they in
exercise, be they smoking, be they substance abuse.

The question now before us is: What are we going to do about it?
As scientists, we discover. As scientists, we need to apply. And I
can tell you, after 35 years in this field, that application is often
more difricult than the discovery itself.

We suffer from the illusion of immortality. As physicians, we go
into the fielc. as healers for which we get economic and academic
rewards. So if I were to be the health czar of this country, what
would be my three recommendations for application?

First, is the establishment of a mandatory school health educa-
tion p! as part of the curriculum, starting in kindergarten.
In the ‘Know Your Body Program,” developed with funds from the
National Heart, Lung, and Blood Institute and the National Cancer
Institute, and with programs that we do in other countries, as well,
we have already created a “Health Passport” for 6-year-olds, who
have already high cholesterol, suffer from obesity and early rise of
blood pressure. Thus, our first goal, would be to improve the health
behavior of our children. Also, we know that our children nave pr-
halg a ter influence on us than we have on them, so - .e
“Know Your Body” or similar types of health education programs
in schools, should become mandatory for schools everywhere.

The second recommendation relates to the American Health
Foundation Food Plan. It lowers the cholesterol and the dietary fat
intake below that recommended by the American Heart Associa-
tion, at 25 percent of total calories from fat, and 200 milligrams
cholesterol, and calls for an increase in fiber to 35 grams per day.
We need to point out, of course, that while cholesterol is key for
coronary disease, it is not 80 for cancer. In our cancer research we
find, similar to what Dr. Lenfant indicated, also some benefit for
fish oil, as well as for olive oil.

I appeal to the American food industry to lower the fat content
of dairy products, to lower the fat content of meat products. I call
this product modification.

The ths':&roint relates to a slogan as shown in the last slide that
says, “Nobody takes better care of you than you.” We are grateful
that you gave us the opportunity to determine the cholesterol
levels of U.S. Congressmen. If everyone had as low a chol»sterol
level as you do, Senator Hatch, coronary disease in this Congress
would be very much lower. Through the technology today, we can
Jetermine blood cholesterol at very low cost, in 3 or 4 minutes. It is
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our goal that by 1990, some 50 million Americans will have an
adult “Health Passport” which tells you in "6 concise pages what
you ought to know about coronary artery disease, how you can
detect cancer early in life.

Let me say this in conclusion: I have often been asked what
really is the goal of preventive medicine. The goal of preventive
medicine is to help people die young as late in life as possible. This
is medically desirable, it is fiscally necessary, and with your help,
Senator, we can succeed.

Thank you.

[The prepared statement of Dr. Wynder follows:]
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Large-scale epidemiological studies, supported by
exten:ive experimental cvidence, have established that many
chronic diseases, including most cardiovascular diseases and
many types of cancer, are caused by our lifestyle, particu-
larly in terms of what we eat, drink, and smoke. For some
time we have known that cardiovascular disease, particularly
atherosclerosis, is caused largely by the excess amount of
fat, cholesterol and salt and, to a lesser extent, the
excess of total calories consumed by our sedentary
population. More recently, we have determined that
excessive fat intake is also causally related to the
etiology of cancers of the breast, prostate and colon, and
also likely to be responsible for cancers of the ovary,
endometrium, kidney and pancreas.

The time has come to act on these dietary excesses and
prevent the adverse effects which result in a metabolic
overload and the ultimate increased incidence of morbidity
and mortality in our population. Those who want to maintain
the nutritional status quo in this country would in fact
condemP our children to ultimately suffer from the same
avoidable diseases that affect us today.

As scientists, we need to uncover thuse factors whkich
bring about disease and then w-rk with you who shape public
policy to apply these discoveries. We recognize that appli-
cation is often more difficult than the discovery itself,
yet, without application, the discovery itself would have

been in vain. Our prescription for redirecting the nation's
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nutritional pattern may appear to some to be nothing less
than a "dietary revolution,” but it is in fact a prescrip-
tion that is consistent with and reflective of the natural

metabolic norms of our biological system.

The nutritional prescription involves three measures:

+ Educate the public as to what constitutes a "healthy

diet" for an essentially sedentary population. The
American Health Foundation has, for instance, deve-
loped a Pood Plan designed to reduce the excessive
intake of dietary fat, salt, cholesterol and total
calories, while at the same time increasing the
intake of vegetable proteins, fruits and vegetables
and certain types of fiber. Such a food plan should
be accompanied by increased physical activity and
could best be accomplished if food manufacturers,
both in terms of agricultural products and food
processing, collaborate towards realizing these
goals. We believe that the nat..un's food producers
have the capacity to modify the content of foods in a
more healthful direction, and that this can be

achieved in an economically feasible manner.

Educate the public about the importance of knowing

their own cholesterol level, muct as we have educated
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them about high blood pressure. For instance, the
American Health . indation recently launched a “"Know
Your Cholesterol” program in New York and here in the
congress during which an individual receives an
inexpensive but accurate cholesterol test and keeps
an ongoing record this informacion in a "Health
Passport” -- a document that provides valuable
information on the prevention of both coronary artery
disease and the major types of cancer, and also makes
succinct dietary recommendations. One of our mottoes
is "Nobody Takes Better Care of You Than You," and
this idea is facilitated by knowledge contained in
the Health Passport. With programs such as this, the
public can better understand the major risk factors
that adversely affect health and learn what specific
measures can be undertaken to reduce those risk
factors. The medical profession should insure that
all Americans have access to such knowledge, which of
itself serves to motivate people to undertakr
preventive actions which in turn can lead to a

reduction of avoiduble disease.

Educate our children early in life that chronic
disease and disease in general is preventable, and

that good health is the responsibility of each of
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us. One way to promote this awareness would be to
mandate school health education starting in Kinder-
garten. With support from the National Heart, Lung
and Blood Institute, as well as the National Cancer
Institute, the American Health Foundation has
developed the "Know Your Body" school health
education program which begins with a simple health
screening in the first grade. Many studies have
shown that elevated cholesterol levels are already
prevalent in young children. This indicates that
these children will be at particalarly high risk for
coronary disease when they reach adulthood. 1In one
of our studies, over 40% of children aged 8-~10 had
serum cholesterol levels of 170 mgs and above, a
level already placing them at moderate risk for
atherosclerosis according to a recent consensus on
arteriosclerosis held by the National Institutes of
Health. Epidemiological evidence has shown a high
correlation between serum cholesterol levels in
children and adult mortality for coronary artery -
disease in various parts of the world. School health
curricula must, of course, do more than teach
children about nutrition - they must also teach them
about smoking, alcohol abuse, illicit drugs, the
importance of physical activity, and be aimed in

general at increasing the self-esteem of each child.
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Children must also be given the tools necessary to
make healthful choices. As the slogan holds, *give
me a fisn and I eat for a day - teach me how to fish
and I eat for a lifetime." Accordingly, we hope to
“innoculate™ our children with good health behaviors

for a lifetime.

Teaching our children how to protect their health must
receive the same priority as the teaching of readirg and
arithmetic. As part of this effort, we must train our
teachers in health education and carefully evaluate and
grade the progress of these programs on an annual basis.
Our program includes yearly Health Tests involving attitude,
knowledge and behavior that can hopefully develop into a
universal test so as to regularly evaluate what children in
all schools know about health and how they relate to what
they know. The establishment of school health education
programs deserves your support - philosophically,
politically and fiscally.

Finally, may I say that nwarings, like research, shou[h
be judged by outcomes. Thus, the success of these hearings
on nutrition can only be gauged in terms of what progress
is made toward fulfilling the objectives I have outlined
today.

Preventive medicine represents the ultimate form of

medical care. When successful, it reduces avoidable

.
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illness, thereby increases youthful longevity, and also
reduces the economic burden so flagrant.iy associated with
unnecessary disease and death. Preventive medicine is
unique in *hat its practitioners are not only scientists and
physicians, but teachers, businessmen, communicators and,
yes, even legislators. As another slogan holds, it should
be the function of the medical profession t: "help people
die young as late in life as possible.”™ If we act together
upon what we are discussing at these hearings today, we can

bring the idea behind this slogan into reality.
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The CHAIRMAN. Let me start with you, Mr. Pritikin. You recom-
mend a 75-percent reduction in dietary intake of cholesterol. What
effect do rou believe this would likely have on one’s serum choles-
terol level?
25Mr. PrrmiciN. We get an average drop in our 4-week program of

rcent——

e CHAIRMAN. Is that an average drop?

Mr. PRITiKIN. An average drop in blood cholesterol of 25 percent.
However, if you stay on the Pritikin Progranilour cholesterol level
will go much further down. Mine is typical. My level is 130. And it
will end up below 160.

The CHAIRMAN. Is that right? Now, there is increasing awareness
that calcium deficiency is a problem with Americans. The major di-

source for calcium, of course, is dairy products, which we
have looked at throughout most of our lives. Now, since you recom-
mend a reduction in dairy products as part of your program, how
do le get the requisite calcium in their diets?

. g’n.mxm You can obtain calcium from many other sources.
There is bok choy, the green, leafy vegetables, that have high
amounts of calcium.

But there is another concern akb it calcium depletion in the
bones which is caused by a high-,rotein diet, which has been
known to chase calcium out. There is a lot of evidence to indicate
that if you are on a moderate—protein diet instead of a high-pro-
tein diet, your ability to retain calcium is much improved.

The CHAIRMAN. you. -

Dr. Lenfant, you say in your testimony that the public sheuld
check with their doctors and have them check their cholesterol
levels, and if hiﬁh, they should take steps to do something about it.
Now, who should have their cholesterol levels checked, and how
successful are the steps to lower it?

Dr. LenranT. We feel that any individual who, for some reason
or another, is identified as being in a possible risk category should
certainly go forward and get his or her cholesterol checked.

But in addition, as you know, Mr. Chairman, if you enter the
office of a physician, your blood pressure is going to be measured, a
urine sample will most likely be collected, arid probably a blood
sample will also be taken for all kinds of things except cholesterol.
We would advise that the physicians make cholesterol measure-
ment routine at this time. Equipment, such as the model we have
out in the hallway, will certainly facilitate that.

The stepe which are recommended to lower cholesterol are first a
di~tary intervention. We are not, however, advertising a punitive
diet, but rather a diet which is prudent, moderate, and balanced,
and if this does not succeed—which is moet likely in individuals
who have a very high cholesteroi—then pharmacological interven-
tions are warranted.

The CHAIRMAN. What is the Heart, Lung, and Blood Institute
doing to educate physicians concerring the current knowledge
about cholesterol?

Dr. LENFANT. As I mentioned in my statement, we are initiating
this week the National High Blood Cholesterol Education Program,
which will include physicans as a t group. We are going to as-
semble a large number of experts who will review all the issues
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and pre reports which will be widely disseminated. We feel
that within a short period of time, we will be able to reach nearly

all the practicing community.
The &Amum Dr. Wynd{r, these children’s educational materi-
g.;ia tlg’at you have pointed out in your charts, are they available

y?

Dr. Wynpzer. We are testing these programs out in various parts
of the United States.

The CHAIRMAN. Are they having a good effect, in your opinion?

Dr. Wynper. We show in our research studies that we can lower
cholesterol, we can reduce smoking habits. But what we have
learned since our first study is that what we need to do is to do the
program in an entire school.

In a recent editorial, we pointed out that if we want to succeed
in changing the health habits of our children, we need more than
the school program. We need the media. Linda Evans’ presence
here gave o%‘food example of how the public relates to examples as
in Hollywood.

ze need the churches, we need the politicians, we need the par-
ents.

There is another slogan that explains well what we try do for
children: “Give me fish, and I will eat for the day; teach me how to
fish, and I will eat for a lifetime.”

These children are teachable. It is a question of whether we have
the will and the way. We have just conducted a know your body
pilot program for China. We probably run our best know your body
program in Israel, in both Hebrew and in Arabic. We are conduct-
ing a pilot program in Germany and in italy. If I were a politician,
I would bet on tho children, because these children can be indoctri-
nated for good health behavior.

We hope—since, of course, education is a State matter and fortu-
nately or unfortunately, not a Government matter, that some-
where, the Government can help or induce the States to provide
better school health education for our children and test them, as
we do, year after year.

The 7. Well, I want to thank you and the American
Health Foundation for making the know your cholesterol program
available today here in the Ca&ietol.

What effect do you believe diet really has with regard to choles-
terol level? In other words, how much is due to environmental fac-
tors and how much is due to maybe other factors such as genetics?

Dr. WYNDER. It is evident that in respect to genetics, for better or
for worse, we are born with the genes that our parents gave us
and this, we cannot control. But we can control the environment
both externally and internally. Studies by the National Heart,
Lung and Blood Institute have shown that for every | perccuat drop
in serum cholesterol, we gain a 2-percent drop in mortalit; from
coronary disease.

So we need to emphasize that we need to reduce the cholestero!
levels in our adult f:pulation which you have heard today is ex-
traordinarily high. In the screening we do here at the Capitol in
Know Your Cholesterol, };‘)arog'rams as we did on 15, New
Yorkers in May, we find that more than one-third of adults have
levels that are above 200 milligrams percent and 220 milligrams
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percent for respective age groups. A level over 180 milligrams per-
cent already ﬁtﬂ adults at some risk. Therefore, the ideal level for
adults would be 160 milligrams or less.

As Dr. Lenfant indicated, coronary artery death is the leading
cause of death in our society; the risk factors, hyperlipodemia,
smoking, and blood pressure are well-established. We are not
making headway on treatment for atheroscerosis as much as we
would like to. The answer certainly lies in prevention. We ace not
borntodiefromheartdisease,norareweborntodiefromany
cancers. Most of these diseases are manmade and can those be also
prevented by our action.

The CHAIRMAN. Thank you.

Senator Dodd?

Senator Dopp. Thank you very much, Mr. Chairman.

Other members of the committee came to see Ms. Evans; I came
to hear the three of you. So thank you very much.

Dr. Wynpzr. Thank you. We appreciate that.

The CHAIRMAN. We have hea.ni a lot of moaning and groaning by
him, though, for having missed her. [Laughter.)

Senator Dopp. I am particularly interested in your last point,

Doctor, and I would ask your two copanelists to comment, as well. I
agree with you about the preventive side of these things, in chil-
dren, particularly. And you mentioned the schools and churches
and so forth. But we are up against an awful battle. I mean, I do
not normally turn on the television on Saturday morning. It is usu-
ally by accident, that I believe it is Friday morning or something.
But you get this children’s programing, which I gather is watched
by millions, apparently, and the advertising and the products that
are sold on those shows are hardly what one would call nutritious.
And because children have such an influence over their parents in
buying practices—cereals, candies, and the like—you can work
your head off all day long in school, in church, and every other
place, and given the amount of televisio= time that a child watches
in this country, I think someone on.e mentioned to me a fairly
recent statistic—and I have a har2 ume ::gmg it, because I do not
want to believe it—but in the neighborhood of 5 hours a day is the
average consumption of television time for an American child. And
obviously, they are watching programs that are geared to them.
And agaiq, the advertising and the suggestions of products just run
dil;':ctly contrary to everything you have suggested and everyone
e .
I do not know if you have any suggestions as to how you deal
with it. Certainly, prodicers are not going to legislate in those
areas. I do not know how you do that. But because the marketplace
is so consumer-sensitive, we have seen in the g:at where consumer
movements have had profound effects on what the producers of
products are making and selling.

I wonder if you have any suggestions as .0 how we might get to
that, because frankly—and you can maybe tell me otherwise—but
with all of the good advice you can get, no one has yet figured out
how to beat that particular onslaught that we face. It is out there.
And madybe you will tell me that what they are pitching on televi-
sion and elsewhere is really rathei' uutritious; I suspect it is not, in
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most cases. But if that is the case, how do we get around that par-
ticular problem?

Dr. WynbpEr. I appreciate your comments. Not only do we have a
difficult time in prevention, but we have a lot of forces against us,
and television is one of them.
bo;\rzear aﬁ;}. we asked the chairman of Matel Toy Co. to join our

, and he agreed, water has now created for us spokes-charac-
ters that speak abcut good health behavior for children.

We hope to launch them on Suuday morning television. That is
exactly where we ought to be. And I do not know whether a fair-
ness doctrine exists for morning television for children, but we
would like to have the opportunity to go to morning television and
show children what goud health behavior can do.

Obviously, we must do this in some attractive way. Therefore, we
went to the toy industry, who know how to do that. Clearly, we
have got to ft television on our side, I highly agree with you. I do
not know whether this ‘s possible that we should get some free
time on commercial television for this pu .

Senator Doop. Let me ask you this. E there such a thing as
sugar addiction in children—I do not mean addiction in the same
sense as cocaine or heroin, but I mean, there is sort of a sugar fix
that children build ?

Dr. Wynper. We develop our taste habits very early in life. We
all remember when we were very young and Mother said fo us,
“Now, if you are a good boy, you get = chocolate cookie.” We all
remember thay, and every one of you smile, and your mouths prob-
ably water, as you think about the chocolate cookie.

it is a question of habituation. I know children who have been

brought up on a slice of carrots, and they have learned to like

them. We have got to reach the parents, that they are in part or

}:imely :'esponsib e for the behavior of our children, including what
ey eat.

Sinator Dobb. I:Ig' mother tried brussel sprouts and lima beans,
and it never worked.

Dr. LEnranT. I would like to inject a somewhat different view-

int into this discussion, Senator. Sure enough, the television

roadcasts a number of messages which sometimes are not those
that we would like to hear. But it does this because it is suppc rted
by an industry.

I would like to say to you that the food industry, with which we
have worked extensively during the last year, before initiating this
program last Friday, has demonstrated a high degree of coopera-
tion for all of the th.'mﬁthat we wanted to do.

One food industry which was considered to be dead against all of
these things we want to do, the Egg Producers of America, in fact,
is now working with us and cooperating to reach the goals that we
have in mind. Some 2 or 8 weeks ago, the egg industry had their
national convention in New Orleans, and my staff was down there,
talking to them, and we were making blood cholesterol measure-
ments in all the participants.

As well, the meat ind has responded dramatically to the
public health needs. Today the meat industry can produce a meat
which is much leaner, does not have the quantity of saturated fat
that it had in the past. I “hink there is a revolution and we have
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all reasons to believe that with the continued pressures from socie-
ty, further changes will take place in the direction that you and I
wouid like to see.

Senator Dopp. Before you respond, Mr. Pritikin, let me ask you
to comment on something else. One of the major protlems—I thin)
there is an assumption, first of all—well, not an assumption; it i
legitimate, I think—that poor children—and of course, one out of
every frur now in this country falls into the poverty area, between
the ages of 0 and 18 in the United States—in fact, the poorest seg-
ment of the population of the United States are young. We are the
only industrialized country in the world with that unique distinc-
tion. And obviously, people who are poor in many cases are less
well-educated, less well-informed about many things, not the least
of which #ould be diet. And the particular problems we face with
that constituency, a growing constituency in this country, and
there, where the quality of food—the assumption, I think, is on
many peoplo’s part that nutritionally better food costs a lot more,
that to prepare a vegetarian dinner is a lot more expensive than to
put on a meal of what would be the normal staple of a fatty ham-
burger and some potatoes.

I;Weggld you comment on that, in addition to what else I have
asked?

Mr. PrImKIN. Senator, first of all, with regard to children, I
think if we could serve low-cholesterol, low-fat food in scheol
lunches for all children, that that would be a good start in the edu-
cational program. As I recall going through school, and I am sure
vou do, too, there was a lot of cheese, eggs, fat, and meat. And I
think it is very difficult to educate young people to a proper diet if
the school, which is the authority and respect they get, is giving
them that kind of program. I think that is where it should start.

Senator Dopp. What about the cost of a nutritious meal?

Mr. PrimKIN. Well, we have done a brief analysis on it, and if
you do not eat the expensive foods, processed foods, and just go
onto a semi-.‘hird World type of diet of starches, potatoes, rice and
vegetables, we have calculated about a $1,500-a-year-less grocery
bill on an annunl basis, and I would be happy to give you our evi-
der for that.

! at'ornull)onn. I would like to see that. I think that would be

MAr. . «TIKIN. I will definitely send it to you.

Senator Dopp. Thank you.

Mr. Chairman, 1 have an opening statement, and I would just
ask unanimous consent that that be made a part of the record.

The CHAIRMAN. Without objectio. i, we will put it in the record,
and we will also keep the record open for any written questions
any member of this committee would like to submit to any witness
who has testified here today and any subequent material supplied
for the record.

[Additional material supplied for the record follows:]
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December 20, 1985

The Honorable Christopher Dodd
U.S. Senate
Washington, DC 20510

Sir:

On November 18, 1985, 1 testified before the Committee cn
Labor and Human Reaources that a family of four on the
Pritikin Diet would save about $1500 per year in food costs
over a family of four on the conventional American diet.

Responding to your request for documentation of this claim,
1 hereby submit two alternative calculations, attached to
this letter as Appendix 1 and Appendix 2. Dpata for this
type of comparison must inevitably be inexact due to several
aasumptiona one muat make in order to manipulate the food
consumption information that ia available. In addition,
pricea and conaumption patterns will vary due to regional
and seasonal differences. However. withir these constraints,
it can be demonstrated that the ’ritikin diet is inherently
less expenaive than the conventional diet in this cruntry.

The single largest caloric exchange that occurs when adopting
the Pritikin diet ia the reduction in the amount of animal
protei.. conaumed, from 11.2 ounces/day (total of beef, pork,
lamb, veal, fish, chicken, and turkey) to 3.5 ounces/day
(primarily chicken, turkey, and fish, with some lean red
meat), and the corresponding increase in the consumption of
complex carbohydrates (primarily grains aa well as some
legumes and vegetables). An approximation of this exchange
can be illustrated by altering the average U.S. consumptiun
levels for meat and grain, as demonatrated in Appendix 1.

By replacing 100X of beef and pork consumption with the
caloric equivalent in grain, the resulting diet contains

3.6 ounces of animal protein per person per day (mostly

fish, chicken, and turkey), and utilizes grains as the single

largest source of calories. This is a rough approximation
of the Pritikin diet.

lU.S. Statistical Abstract, 1985. Table no. 146: Per Capita
Consumption of Major Food Commodities: 1960 to 1983.
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Using 1983 data, the yearly savings for four people resulting
from the substitution of grain for beef and perk (but fo «ing
a conventional diet In all other respects) is $1,311.80 ., sendix 1).

An alternative approach to the macroeconvmic analysis is to
conduct an actual market basket survey, based upon one-week
shopping lists for four people on the conventional American diet
and for four people on the Pritikin diet. The results of this
comparison are produced as Appendix 2 and show a yearly savings
of §1,362.40 for four people on the Pritikin diet.

Clearly, substantial cost savings on the Pritikin diet are to

be expected because grain is replacing meat as the primary
caloric source. With sixteen pounds of grain and soy required
to produce a single pound of beef,~ it is hardly surprising that
the cost of food will rise sharply w#ith the consumption of meat.

The ramifications of reduced meat consumption in ‘his country
extend far beyond the direct food savings obtsli -d on the consumer
level, which 1 have dealt with here in a rat'er simplified fashion
in order to make the key point that food costs will drop sharply
as grains are substituted for meat. Extensive macroeconomic
analysis of the wide-ranging benefits of a Pritikin-type diet

has been conducted by researchers associasted with the Pritikin
Research Foundation, who arc currently preparing the materlal

for publication. Their research, which includes a mo.e

detailed and sophisticated analysis of comparative food costs
(adjusted for seasonality, etc.) points to the high level of

meat production in this country, requiring an enormous amount of
our water, grain, and arable land, as having a potentizlly

severe adverse effect on the American standard of living and

the availability of natural resources, including water, lard,

and timber. We would be happy to provide the results of this

work to you.

Sincerely,
Robert Pritikin

)
“USDA, Fconomic Research Service, Beltsville, MD.

RP/ct
CC to a.l Senators on Committee¢ on Labor and Human Resources
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G. Cost of beef and pork for four persons:
Beef: ($2.54/1b) (106.5 1bs/person3) (4) = $1082.04

Pork: ($2.35/1b) (66.2 1bs/person6) (4) = 622.28
Total beef and pork cost. $1704.32

H. Cost of grain for four persons-

Grain: (119.57 1bs) ($0.82/1b) (4) = $392.52

I. Savings by substituting equal calories of grain for beef and pork:

$1,704.32
-~ _392.52

$1,311.80 Total savings

Footnotes

lU.S.Stutistical Abstract, 1985. Table no. 1150, p. 652. Figure ig
for vear 1983.

2US. Statistical Abstract, 1985. Figure is for the year 1980.

3U.S.Statistical Abstract, 1985. Table no. 196, p. 121. Figure is
for the year 1983.

AU.S. Statistical Abstract, 1985. Table no. 1188, p. 668. Figure is
for the year 1983. (Thia adjustment is required because consumption
levels given in Table no. 196 are for both imported and domestic

beef, wheieas expenditure levels in Table no. 1150 is for domestic
beef only. This adjustment removes imported beef from the consumption
figure,)

SU.S.Stntistical Abstract, 1985, Table no. 1150, p. 652. Figure is
for th year 1983.
6

U.S. Statistical Abstract, 1985. Table no 196, p. 121. Figure is
for the year 1983.

7510Ch. Barba.a. The Meat Board Meat Bocok. New York: McGraw-Hill,
1977, Page 15. (Beef ranges from 163 calories/100 gm for extra

237
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lean grouns be=f to 421 calories/100 gm for stew meat (chuck). The
figure of 263 calories/100 gm is for mediur fat ground beef.)

8Bloch. Barbara. The Meat Board Me.t Book, p. 152. (Pork ranges
from 205 calories/100 gm (cured, butt and) to 684 calories/1)0 gm
(bacon). The figure of 300 calories/100 ge is used as a
representative value for all pork products,)

9U.S.Statistical Abstract, 1985. Table no, 1150, p. 652. Figure is
for the year 1983.

loU.S. Statistical Abstract, 1985. Table no. 196, p. 121. Figure is
for the year 1983,
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APPENDIX 2. MARKET BASKET COMPARISON

A. Coat of conventional diet per year for four people

Estimated coat waa derived uaing consumption dats fr : USDA for 1977,
the moat recent year that information on nationwide .0d conaumption
patterms is available. Pricea were obtained by a survey of the Lucky
Supermarket located at 450 Esst Cypress Avenue, Redlands, California,
on Thursday, December 5, 1985. Prices for food groups were generated
by averaging pricea for a representative sampling of items within

each group.
are shown aa

Base price data for iteas included in each food group

1

Appendix 2,1.

Food Croup2 Consumption/Week  Price/Ld Total Weekly xpenditure
(in 1bs) (in §) (in §)

Milk) cream,

cheeae 8,34 7.00

Milk 6.38 0.23 1.47

Cheese 1.96 2.82 .53
Meat 4.78 2,52% 12.05
Eggs’ 0.66 0.78 0.51
Legumes 0.12 0.445 0.05
Nuts 0.13 474" 0.62
Vegetables 5,09 0.56% 2.85
Fruits 3.94 0.59° 2.32
Grains 2.16 0.27'0 0.58
Fats, oils  0.70 102! 0.71
Sugar, syrup,

Jelly, 12

candy 0.83 1.51 1.26
Soft drinks, 13

desserts 0.34 1,03 0.35

ol
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fa .\4.:.,‘.'.'l Food GW“PZ Consumption/Week Price/Lb Total Weekly Expenditure
R A (in 1bs) (in $) (in $)

VU e

TINT e Milk (nonfat) 7.44 0.20 1.48
19 Hwiwn di '
- ' Meat 1.53%% 2.28'6 3.48

R Legumes 4.83 0.448 2.13

e it Veketables 9.9 0.56% 5.57

et tes | Fruit 10. 36 0.59° 6.11

LT e ’ 10
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Egszss 0.66 0.78 0.51

ey
2 Martars G ot v
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ey concentrate 0.44 0.96 0.42
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C. Yearly savings of Pritikin diet over conventional
Auerican diet for four people

Cost of American diet (from A). $5,886 .40
Cost of Pritikin dict (from B): 4,361 76

Total savings: $1,524 .64

Footnotes
lUSDA Nationwide Food Consumption Survev, 1977-78, 48 conterminous
states, Spring, 1977 (preliminarv).

2Food group headings are taken from the LSDA Nationwide Food
Consumption Survey, 1977-78.

3For purposes of this comparison only, consumption totals for
this group were assumed to be 0.75 gallons (6.38 1ts) of milk
per person per week at $1.95/gallon ($0.23/1b) and the remainder,
1.96 1bs, in cheese (50% jack, 50% cheddar). Cream was omitted
to simplify the calculations, on the assumption that it iz
consumed in small amounts relative to milk and cheese.

Price calculated on the premise that meat consumptionr consists

of equal portions of bacor, sausage, bologna (sliced), salami (whole),

ham (sliced), hot dogs, liver ( alf), ham (whole), rump roast,

rib roast, round roast, ground beef (chuck), ground beef, porterhouse

steak, sirloin str , pork loin ribs, pork chops, flank steak,
round 5o aK, chicke. (whole), turkey breast, trout (fresh), turbot
(fresh), tuna (can), salmon (can, pink), and salmon (fresh).

5Lar;;e whole eggs.

Price calculated on the premise that legume consumption consists
of equal portions of lentils, split peas, and pintos.

7
Price ca culated on the premise that nut consumption consists of
equal portions of almonds, pcanuts, cashews, walnuts, and pecans.

8Price calculated on the premise that vegetable consumption consists

of equal portions of cabbage, carrots, celery, cauliflower, kale,
lettuce, tomatoues, onifons, and bell peppers.
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APPENDIX 2.1 BASE PRICES FOR EACH FOOD GROUP, CONVENTIONAL DIET

Weekly weekly
Per Per
Unit Price Capita Capita
of Price per Consumption Cost
Food Group Measure  (in §) Pound (in 1bs) (in $§)
Milk, cream,
& cheese
Milk gallon 1.95 0.23 .38 1.47
Cheese 1b 2.82 2.82 1.96 5.53
Meat
Bacon 1b 1.49 1.49
Sausage 1b 1.99 1.99
Bologna (sliced) 1b 2.38 2.38
Salami (whole) 1b 4.54 4.54
Ham (sliced) 1b 4.24 4.24
Hot dogs 1b 1.89 1.89
Liver (calf) 1b 1.34 1.34
Ham (whole) 1b 3.79 3.79
Rump roast 1b 2.99 2.99
Rib roast 1b 3.99 3.99
Round roast 1b 2.97 2.97
Ground beef
(chuck) 1b 1.39 1.39
Ground beef 1b 1.79 1.79
Porterhouse
steak 1b 3.59 3.59
Sirloin stesk 1b 1.99 1.99
Pork loin ribs 1b 1.95 1.95
Flank steak 1b 4.46 4.46
Round stesk 1b 1.99 1.99
Chicken (whole) 1b 0.49 0.49
Trout (fresh) 1b 2.59 2.59
Turbot (fresh) 1b 2.19 2.19
Tuna (can) 1b 1.76 1.76
Salmon (can,
pink) 1b 2.36 2.36
Sa mon (fresh) 1b 1.69 1.69
Turkey breast 1b 2.99 2.99
Porkeshd®® (ses.albe) 2% 333 4.78 12.05
Eggs (large,
whole) doz.n 1.17 0.78 0.66 0..1

)
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APPENDIX 2.2  BASE PRICES FOR EACH FOOD GROUP, PRITIKIN DIET

Weekly Weekly
Per Per
Uit Price Capita Capita
of Price per Consumption Cost
Food Group Measure (in §) Pound (in 1b) (in §)
Milk (nonfat) gallon 1.70 0.20 7.44 1.48
Meat
Flank steak ib 4.46 4.46
Round atesk 1b 1.99 1.99
Chicken (whole) 1b 0.49 0.49
Trout (fresh) 1b 2.59 2.55
Turbot (fresh) 1b 2.19 2.19
Tuna (can) ib 1.76 1.76
Sslmon (can, pink)lb 2.36 2.36
Sslman (fresh) ik 1.69 1.69
Turkey breast 1b 2.99 2.99
Average (20.52/9) 2.28 1.53 3.48
Legumes (average from Appendix 2.1) 0.44 4.83 2.13
Vegetablea (average from Appendix 2.1) 0.56 9.94 5.57
Fruit (average from Appendix 2.1) 0.59 10.36 6.11
Grains (average from Appendix 2.1) 0.27 4.70 1.27
Eggs, large,
whole dozen 1.17 0.78 0.66 0.51
Apple juice
concentrate oz 0.06 0.96 0.44 0.42




Weekly Weekly

Per Per
Unit Price Capita Capita
of Price per Consumption Cost
Food Group Measure (i §) Pound (in 1bs) (in §)
Legumes
Lentils 14 oz 0.57 0.65
Split peas 28 oz 0.61 0.35
Pintoa 1b 0.325 0.325
Average ($1 325/3) 0.442 0.12 0.53
Nuts
Almonds oz 0.30 4.80
Peanuts oz 0.13 2.08
Cashews oz 0.532 8.51
Walouts oz 0.183 2.93
Pecans oz 0.299 4.78
Aver.ge ($23.10/5) 4.62 0.13 0.60
Vegetables
Broccoll 1b 0.39 0.39
Cabbage 1b 0.39 0.39
Carrots 1b 0.25 0.25
Celery 1b 0.49 0.49
Cauliflower 1b 0.98 0.98
Kale 1b 0.39 0.39
Lettuce 1b 0.79 0.79
Tomatoes 1b 0.98 0.98
Onions 1b 0.25 0.25
Bell pepper 1b 0.69 0.69
Average ($5.60/10) 0.56 5.09 2.85
Fruits
Apple 1b 0.59 0.59
Banana 1b 0.29 0.29
Cantaloupe 1b 0.49 0.49
Grapefruit 1b 0.59 0.59
Lemon 1b 0.87 0.87
Orange 1b 0.59 0.5
Pear 1b 0.69 0.69
Pineapple 1b 0.42 0.42
Tangerine 1b 0.79 0.79
Average ($5.32/9) 0.59 394 2.32
Graina
Whole wheat
f lour oz 0.017 0.272 2.16 0.56
o 5
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Weekly Weekly
Per Per
Unit Price Capita Capita
of Price per Consumption Cost
Food Group Measure (in $) Pound (1n lbs) (in $)
Fats, oils
Shortening
Lady Lee oz 0 047 0.75
Crisco oz 0.05 0.80
Harvest Day oz 0.034 0.54
0il:
Lady Lee fl oz 0.038 0.61
Mazola fl oz 0.05 0.80
Crisco fl oz 0.06 0.96
Safflower fl oz 0.078 1.24
Wesson fl oz 0.059 0.94
Puritan fl oz 0.066 1.06
Olive fl oz 0.15¢ 2.54
Average ($10.24/10) 1.02 070 .71
Sugsr, syrup, jelly, candy
Sugar;
C&H 5 lbs 1.59 0.318
Vens 5 lbs 1.59 0.318
Average (9.636/2) 0.318
Syrup:
Karo light
corn SYyruf 16 fl oz 1.09 0.78
Aunt Jemima 24 fl oz 2.45 1.18
Mrs. Butter-
worths 24 {1 oz 2.35 1.13
Average ($3.09/3) 1.03
Jelly:
Smuckers
Strawberry
Preserves 18 oz 1.93 1.72
Welch's
Concord
Grape Jelly 18 oz 1.26 .12
Smuckers
Sweet
Orange
Marmalade 18 oz 1.39 ll}é
Average (54.08/3) °
Candy:
M&M Plain 1.69 oz 0.35 3.:21
Snickers 2.0 oz 0.35 2 40
Milky Way 2.10 oz 0.35 .67
Hershey's
Milk Choc. 1.45 oz 0.35 3.86
York Pepper-
mint Pattie 1.5 0z 0.35 3.73
Kit Kat 1.5 oz 0.35 373
Average ($20.10/6) 3.35
Average of sugar, syrup,
jelly, and candy 'Sl 0.83 1.26
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Weekly Weekly 1
Per Per |
Unit Price Capita Capita
of Price per Consumption Cost
Food Giroup Measure (in $) Pound {in 1bs) (in §)
Soft drinks, desserts
Soft dvinks:
7 Up 67.6 f1 oz 1.99 0 43
Pepsi 67.6 fl1 oz 1.99 0.4
Dr. Pepper 67.6 fl oz 1.49 0.32
Coca Cola 67.6 f1 o~ 1.15 0.25
Averape ($1.43/4) 0.36
Canned punch:
Hi-C 46 fl oz 0.99 0.32
Hawaiisn Punch 46 fl oz 1.09 0.35
Average (£0.67/2) 0.34
Desserts:
Saras Lee French
Cheesecake 23.5 oz 3.15 2.14
Sara Lee Walnut
Coffeecake 11.5 oz 2.29 3.29
Pepperidge Farm
German Chocolate
Cake 17 oz 2.26 2.13
Pepperidge Farm
Apple Fruit Squares 10 oz 1.29 2.06
Mrs. Smith’s
Pumpkin Custard Pie 26 oz 3.76 2.31
Average (5$11.93/5) 2.39
Average of goft dri ks, canned punch,
and desserts 1.03 0.34 0.35
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APPENDIX 2.3 AVERAGE DALLY CALORIC INTAKE IN THE UN1TED STATES, 1977

+. Average caloric intake was calculated by determining the caloric
equivalent provided by the amount of each food group consumed by
the average American in 1977, according to the USDA Nationwide Consumption
Survey, 1977-78, 48 Conterminous States, Spring, 1977 (preliminary).
Data on the caloric velue of foods wi: obtaindd from USDA Nandbook
# 456, issued November, 197%5.

Amcunt Consumed

Calories
nar Week

.od Group Unit Calories/Unit per Week (in lbs)
Milk, gream, cheese
Milk gallon ? i 8.34
Meat, poultry, fish 1b 4.78
(medium fat)
Eggs 1b
Legumes
Lentils 190 gm
Chick peae 200 gm
Pintos 190 gm
Average 193 gm
Nuts
Almonds 142 gm
Cashews 140 gm
Peanuts 144 gm
Pecans 1"3 gm
Walnuts 125 pm
Average 131.8 gm
Vegetables
Broccoli ib
Cebbage 1b
Carrots 1b
Celery 1b
Caulificwer 1b
Kale 1b
Lettuce 1b
Tomatoes 1b
Onions 1b
Bell peppers 1b
Average

O
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2665.60

5927.20




in this group was ~»ssumed to be milk

in this group was assumed to be sugar.

for the maximum intake permitted of thosc items.

Pritikin diet.

ERIC
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1To simplify calculations of calories consumed, entire average consumption

To simplify calculations of calorics consumed, entire average consumption
in this group was assumed to be whole wheat flour.

3’!0 simplify calculations of calories consun u, entire average consumption

Amount Consumed Calories

Food Group Unit (alories/Unit per Week ‘in lbs)  per Week
Fruit

Apple 1b 263

Apricot 1b 217

Banana 1b 386

Grapefruit 1b 90 8

Mai. 70 1b 299

Cant 1loupe 1b 136

Watermelon 1b 118

Orange 1b 157

Strawberries 1b 168

Average 203.87 3 94 803.23

Grains 2

Whole wheat flour 1b 1513.33 2.16 2268.79
Fats, o. s 1b 1447 0.70 1012.90
Sugar, syrug, jelly,

and candy 1b 1747.90 0.83 1450.76
Soft drinks, desserts’ ln 1747.90 0.34 294.29

Total per capita calorie _onumed per week 17,324.48

Total per capita calosle. consumed per day-* 2,474.93

B. .n 'rde. to construct a consumption table for the Pritikin diet at 2474.93
daily per capita calories, the standard 2000-calorie Pritikin diet was modified
by incre.sing consumption of grains, vegetables, and fruits so that the
calori’ alloca'ion between fat, protein, and cirbohydrate remained within the

Pritil.in parameters of 5-10% fat, 10-15X protein, and 70-80% carbohydrates. Meat
and milk consumption was not raised becaus~ the 2000-calorie diet already accounts

total

Pritikin diet adjustments are

249

shown as appendix 2.4. Piease also see tic attached material on the Pritikin
diet exchange system, which forms the hasis of food group allocations for the
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APPENDIX 2.4 PRITIKIN DIET MODIFIED TO INCREASE DAILY CALORIES TO 2475

Daily Exchange Grams of Protein Grams of Cuarbohydrate Grams of Fat Calories
Meat (3.5 oz) 24.5 0 7.0 161
Milk (nonfat, 16 0z)!6.0 24 0.4 164
Vegetables (l4
exchanges) 16.16 70 3.50 375.14
Complex carbo-
hydrates (14
grain exchanges,
5 legume ex-
changes) 38.0 285 15.20 1428.80
Fruit
(8 exchanges) trace __ 80 ._3.20 __ 48 80
94.66 459 29. 30 2478.74
x__4 cal/gm x4 caligm x_4 cal/gm
378.64 calories 1836 calories (63.7 calories
(15.3%) (74 0%) 10 6%)
Standards
_Protein __Carbohydrate tat
Meat (based on flank steak, 1l oz) 7.0 0 2.0
Mi1lk (pe. 8 oz, nonfat) 8.0 '2.0 0.2
Vegetables (1 exchange =
s cup raw) 1.2 5 0 025
Complex carbohydrites
(1 exchange = 2.5 tbsp
of whole wheat flour) 2.0 15 0.8
truit (1 exchange = 1 small
fruit trace 10 0.4
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THE EXCHANGE SYSTEM OF ‘'NUTRITION

Exchange lista have proved to be the simpleat approach to teaching
nutrition to laypersona. Food and nutrition tablea in great det.il
are readily available in bookatorea and are certainly invaluable to
profeaaionala in the diet field, but the level of accuracy needed to
maintain your 300d diet can be aerved by t* iata provided in this
book. Those who are diabetic will have been .amiliar with auch

lista for aome time and will note the aimilarities--and wsome adlatinct
differencea.

In the food 1ista wh'ch follow, all foods allowed on the Pritikin
diet are grouped according to the amounts of carbohvdrate, protein
and fat and the calories they contain. At the beginning of the
first five l1ista you will find the number of calories for the
portior sizes shown:

LIST SONTAIN ING

1., PFPruit Exchanges primarily carbohydratea

2. Vegetable Exchanges carbohydrates and small
amounte of protein

3. Complex Carbohydrate Exchanges larger amounta of caroohydrate
and protein

4. Dairy Exchanges nearly equal amounta of
carbc’ydratea and protein

5. Protein Exchanges prote + and small amounts
of fa.

6. Miscellaneous Exchanges itema which do not fit
readily into any of the first
five categories

7. Avoid At All Times items to AVOID AT ALL TIMES

An exchargc is a specified amount of a certain typs of food aa
shown on the liats. One exchange may be exchanged for any other
specified amount on the sane 1ist. Por example:

In the Pruit Exchange 1ist, one small apple ia liated aa one
Pruit Exchange and ao is 1/4 ¢f a 6 inch canteloupe. If you
are allowed 1 Fruit Exchange a. :er dinner you could take a
mmall apple QR you may want only 1/2 of an apple and 1/8 of
a cantaloupe, which together would be 1 Pruit Exchange.

1 Complex Carbohydrate Exchange may be 1 slice of bread or

it may be 1/2 cup of cersal. If you want both the broad and
cereal for breakfaat, you may have 1/2 slice of bread and 1/4
cup of ihe cereri, totalling 1 Complex Carbohydrate Exchange.

As you become more familar with the liats, it becomea ateadily
more 2asy to plan your own diet. You will learn how to apply this
information to preparing your own meals and planning your own menus
when you entertain.
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LIST 1 - DAIRY EXCHANGES

Esch gortion contains:

1% or less:

8 g. Protein
Trece Pat
80 Calories

MilKeooooosnoosasassonsnaaed
ButtermilKk..oceessccsosceed
YOQUEEeesseeeossncccsaseesb
Eveporsted skim Milk..
Dr* curd cottage chee
1008 skimmed milk cheese..2
Uncreamed cottage cheese. .2
(got, hoop, baker's)
Non-fa

t powdered milk.....l/3 cup

252
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12 g, Carbohydrstes

oz,
oz.
oz,
oz.
oz.
oz.
oz.
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LIST 2 ~ YEGETABLE EXCHANGES

Bach pttiog ogul.'l 1 cup raw and 1/2 cup cooked, and provides
b 4

approximate 5 calories.
Artichoke, whole, base and ends Kale

of leavee (1 mmall) Leeks
Asparague Lettuce
Beane, green or yelloy Lima besns, baby (1/4 cup)
Beeote Mint
Bok choy Muehrooms
Breadfruit (1/4 cup) Muetard (fresh)
Broccol i Okra
Bruseels sprouta Onione
Cabbage Parsley
Carrots (medium) 1 Pea pods, Chinese
Cauliflover Pepp=cs, red and green
Cel ery Pimento
Celery root Poke
Cilantro Radishee
Chayote Romaine lettuce
Chicory Rutabagas
Chilies Shallote
Chinese cabbage Spinach#*
Chivee 8proute (aesorted)
Collard Squashs oﬁ:ghotti, summer,
Coriander (Cilantro; zucchini
Cucumber Tomato (medium) 1
Bgsrhnt Tomatoes, canned in juice,
Endive unsalted
Bocarole Tomato juice, unsalted
Garlic (1/4 cup) Tomato paste, unsalted (3 tba)
Green onion tops Tomato sa:ie¢, unsalted
Greene*: beet, chard, dandelion, V-8 juice, unsalted (2/3 cup)

epinach, rhubarb Water chestnuts, medium (4)
Borseradish, prepared (1 tbe) Watercress
Jerealem artichokes
Jicama

* Limit to occasional use because of high oxalic acid content.

Vegetablee not on this list will be found listed with the Complex
Carbohydrate Exchanges.

253
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LIST 3 - FRUIT EXCHANGES
(fresh, dried, frozen or canned without sugar or syrup)

Each portion providee nfproxlntely 40 calories. Only thoee
iteme which are capitalized may be used on the Regreeeion Diet.

APPLE cevsnsscrasvesesosssssstsnscsssncsseesl small (2° diameter)
apple julce or clder.icieeccacerscnssssenesel/3 cup
lgxlouuco, unsweetentd. i icoecceccsscssssesel/2 cup
APRICOTE, FPRESBeccicecccccccsssccscrssseeccs? medium
APricots, A,10dccesiccsccrccccrsocssssssssssd halvee
BANANA: ¢ cooossscsccsosesvssocsssscsacansssesl/2 mmall
BERRIES (BOYSENBERRIES, BLACKBERRIES,
RASPBERRIES, BLUEBERRIES)..sees000.1/2 cup
CANTALOUPE. ceveovscsssnnccsnsscnns el/4 (6® diameter)
CHERRIGSeesossoncscsns
cranberriee, unsweetened eel cap

eseneccectscocsscesscscsesssessscsl tablespoon
PIGS, FPRESH:sesecccsecocscccsssasssasascecesl large
£ige, Ariedecccecccscccncacocsvecsssssssces,]l omall
fruit cocktallesseececrcoosesssrocsscassceesl/2 cup
GRAPEFRUIT, s ecocsecsssacsssssscccscsssccssscl/2 small
gnpeftult julco............................142 cup
.........0..................0....OOOOOl
GEADE JULC@esetecccstocessssssrsnnseassennesl/d cup
GUAVA. s cceesessosossncssscescesssossascnnnss
HONEYDEW MELON.:cootsscssocossacnsncnsscasssl/B (7% diameter)
Kmxooooooooooooooooooooooooooooooooooooooool medium
KUMQUATB. o ococrseocrosacrsesscscesossansnnnnssl
LEMON JUICB:.ccccocccscoss eel/2 cup
LIME JUICB.coeccces eel/2 cup
LODUATS. ceeccsee .3
MANDARIN ORANGES esessesel/4 cup
[+ I esscscesssl/2 mmall
NECTARINE seescccccsscel small
ORANGE. e ccoevssessosonsssscccccsssscnssssseesl small
OIANG® JulCO®iceocssossssrtssctsssarescnesseel/2 Cup
PA *seessccscectsescsssssscecsccsssscsssed/4 cup
PAESIONPNIIT ecectsecocccccncccassssnoscnnsel
paselonfrult Juic®eeiecestecccsnnnssonncenesl/3 cup
PEACH, ccceecoccescsssncsccccccccsnsssnsssessl medium
PEAR..oocecssocvossssasccccsscssaccssscsccesl SMALY
PERSIMMON, NATIVE.:coevecsscccccesccncssescel medium
PINEAPPLE, FRESH.ccceccccsccsesssssescenssssl/2 cup
oinespple, canned without eUGAr....ceeceeseeel/2 cup
Pineapple Julo®ecceoesscceccssessnnsooscesssl/3 cup
PLANT  IN.osocsccescessosssesssscccscscsssssel/2 gmall

POMBGRANATE . cocccccccnccsssossns
PRUNES, FRESH.coeoess
prunee, dried.....
prune juice..
raisine.... esssceeel tablespoone
STRAMBERRIES. secscssessecsd/4 cup
TANGERINE., esesessssscscsccsssssl large
WATERMELON, ¢ csoeervsesascasccccasnsconnssessd/4 Cup
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LIST 4 - CCOMPLEX CARRONYDRATE EXCHANGES (Continued)

ILOORE
ALTONIOOtecsesessosoccsssssccssscescessesseecd tablespoons

Buckwheat floUresscsses 3 tablespoons
COrmedl.coccees 3 tablespoons
Cornstarch. «2 tablespoons
Matso meal. «3 tablespoons

Potato flou .2 1/2 tablespoons
Rice flour.. «3 tablespoons

e flour, dark. «4 tablespoons
Whole vheat flour. «3 tablespoons

GRAINS CEREALS AND PASTAS

Barley, cooked.cccsccescccscscs 1/2 cup
Cormmeal, 000K8decececscccsesss /2 cup
Cracked wheat (bulgur), cooked. 1/2 cup
Grapsnut®ecococsocces -1/4 cup
Grits, coohd........ 1/2 cup
Kasha (buckwheat t-), cooke?, . /3 cup
Macaroni, whole w t. cooked. «1/2 cup
Noodles, rice, cooked..e.... /2 cup
Noodles, whole wheata cooked .1/2 cup
Oatmeal, COOKRAescccccccccaos 1/2 cup
Pasta, enriched white, cooked «1/2 cup
Pasta, whole wheat, cooked.. /2 cup
Rice, brown, cooked..... «1/3 cup
Rice, wild, cooked.... /2 cup

Roman Meal, ocookediccceccsee voe «1/2 cup

Rye cereal, cooked.icsscccccscescessccescessel/2 cup

Shredded WaeBt.cesesesescscscoscsscsssscascel lurqo biscuit or
1/2 cup spoon-size

Steel cut oats, COOKBAicssocscesoscosscssessl/2 cCuUp

Ubcle Sam's Cereal.cescececssccscscccsccsssel/2 cup

Wheatena, cook@decececccosscsocesssosssesesel/2 cup

L200M, COOKBA.csessssscscssassoscscsesssscessl/2 Cup
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L1s? 5 - PROTEIN EXCHANGES

Protein exchangea must be lizited because of their increased cholesterocl

and fat content. The amount of protein allowed varies depending

on whether you are on the Bagression or Maintenance program.

While certain cute of beef are acceptable, remember that their total
fat content ie higher than fieh or poultry and frequent

coneumption 1e not advised. To reduce the percentage of fat in
beef, alwaye purchaes Grade: Good inetead of Choice. Alao,

aek your local butcher if he hae or knows where to purchaee

grazed or range-fed beef. While this type of meat may be siightly
tougher than grain-fed, the fat content is markedly lower.

REGRESSION AMOUNT MAINTENANCE AMOUNT
3 1’2 oz/week 3 1/2 oz/day

Beef 55 calories per ounce

Poultry (without skin) 55 calories per ounce
Freeh fish 37 calories per ounce

Shellfieh 37 calories per ounce

Beans: (37 calories per ounce)

S0y beans (cooked)
Tofu

Note: Although soybeane do no contain any choleeterol, they

are higher in fat than any other legumes. (30% of the calories

in the form of fat.) Therefore they should bc selected in place

of meat, fish and poultry, not in addition to meat, figh and poultry.
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LIST 6§ - MISCELLAREQUS EXCHANGES

The following food items may be used in addition to the exchanges

in the specified amounts:

IXEN AMOUNT
Sapsago (green) cheese 1-2 tbsp/week
Egg whites 7 a week
Unevestened fruit juice
concentrate 1 oz (2 Tbap)/day

Onprocessed bran 1-3 Tbsp/dJday

as needed
8oy sauce or Dijon mustard 1 tsp/meal
Chestnuts unlimited
Seeds (ar aeasoning only) less than

1/8 tsp/day
Teas: chamomile, red bush or

linden moder »te amount
Gelatine, plain 1 oz/wk
(4 envelopes)

LIST 7 ~ AVOID AT ALL TIMES

Fats, oils

Butter, margarine

Nuts

Egg yol ks

Salt: seasoned, onion, garlic, celery, MSG
Animal skins

Organ meats

Ol ives

Avocado

Alcohol ic beverages

Coffes, decat, teas other than above
Sugar, honey, molasses, corn syrup
Sorbitol, mannitol

Saccharine

Seeds (except as seasoning - less then 1/8 tsp/day)

o 25
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17 each

60/0z.,
S/Tbsp

4/tsp
14/nut
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“MEAT" COMPARISON CHART

This charc is noc nacssserily & complece liscing of all cha sccepcabls mesc, fich
aad poulcry, buc 8 selaction of cthe mosc Populer choices. The velues given sre

for & portiom size of ¥y oz (100 grams). Icems listed above cha doubls lines sre
the prefsrred choices.

% CAL
FAT (3) CRoL (mg) CALORIES FROM FAT
Naddock .09 60 77 12
Ned Saapper 2 39 9 22
Cod 3 50 76 .52 I
Abalose .25 ) “9 13
Sea Bass .5 54 96 2
Tusa, %,0 Packed .9 63 126 62 |
Pike 1.0 8’ (1] 102
Sols N a o8 0z |
Squid .9 4 84 102 |
! Halibur 1.2 50 97 1%
! Foundst .8 50 87 g '
H Scallops 1.6 52 12 ng I
| Chicken, Whits 4.9 87 163 272 :
! Class 1.6 ") 78 182 :
, Lebster 1.9 A 9l 12 |
H Trout, Jrook 2.1 bH] 101 192 !
! Turkey, White 3.8 76 175 20%
i Oysters 2.2 50 L] 222
l Swordfish 4.0 1} 138 262 .
) Salwon, Pink w7 3% 19 8 ,
. Beet, Round 6.0 90 188 292 ,
] Qitcken, Dark (Prafer Whice) 6.3 87 171 3%z '
: Seef, Fleak 7,3 90 193 362
| Lashb lesm g 7.0 99 184 %2 :
i Lash, Lesn 7.0 < 186 34X
| Turksy, Dark 8.2 ; 202 362
' Te-lome Scesk 10.2 U 222 “2
! hump Rossc-Good Grede 9.2 90 189 [T} ,
Beef, Qiuck 9.4 20 189 213 ;
! Vesl, Rump 6 Roumd 1.2 101 218 2 )
! Serdises 5.6 120 160 82
| tork, Lota 6.1 a8 252 502
| Beetf, Lemm Grouad 15.0 90 245 552
. Crab 3.0 100 % k4
Shrinp .8 160 %0 (14 1

1. Tle cerm “mssc” refsrs ro mast, fish and poulcry.

2. Maxisum smounts ussd: Fla.k Scesk My oz (100 gr.) 90 wg of chol to'
and 7.3 gr of fet. Tce.s registeriag more tham chis 10 sichar CeCEgOTY srs noc
recomsuded.

3. addicioms: a) Sesfood: Oysters, Clams, Scallops, Squid, Mussels
b) Beef: Lean Round Sceak

Racenc ress:.ch valideces chat the cholescerol coacenc of che mollusks fe quice
low snd chac che ochar sterols in chese sesfoods ere not stharogenic.

5. Whiie che revised velues for che cholescsrol (n shrimp may be lower chan che
originel figures, che amounc i scill quice high, and cherefors not a suicabls
choics,

6, Nev rasssrch indicsces chat che lsvel of 84 mg of cholesterol in lobster is not
representative of sll speciss of lobster. Soms verisciss concein well over chs
Pricikin seximum, Infcrmecion sspecislly on Americes Lobscer is noc sveilabls,
80 (or now, lobscer resaine as an scceptabls choics. It should be pslecced less
frequencly snd perhaps hasrc pstisnts should svoid sltogecher.

7. The (ec concent of selmor veries. Some cYpes have up co 523 of celories from
fot. Even sc chis higher level fc is scill considersd &n accspcable choica.

-

REFERENCES:

Nucricive Velus oS¢ Amarican Foods in Cosmon Unics, USDA HB .56. 1978,

Connor, 4.£., and Lin, D.S.. The Effecc o Shallfish in the Disc Upun che

Plasas Lipid Lavels in Huwns. Mecaboliss 3!' 1046, {982,

3. Leccer co che Edicors: Cho'escerol Concenc of Ovecers and Lobscers. J. As.
Jecac. A, 9 uis, 1961

<. Krause, B8.: The Dicctionerv ot Sudium, Facs, and Cholsscerol. Crosssc &

Junlap, “ew ‘ork, 197

-
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Prepared Testimony
for the
Committee on Labor and Human Resources:
Hearings on Nutrition and Fitness 1n Public Health
United States Senate
Washington, D.C.
on

November 27, 1985

by
Terry L. RSazzarre, Ph.D.

Director and Founo.* of the RESHAPE Program
Associate Professor, Department of Food & Nutrition
School of Home Economics
University of North Carolina at Greensboro
Greensboro, North Carolina 27412

The Honc ‘abl Senator Orrin G. Hatch, Chairman
Senate Dirkson Building, Room 428
Washington, D.C. 20510
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Mr. Chairman snd he.lers of the Subcommittee:

My name is Terry L. Bazzarre, 1 am sn Associate Professor in the
Departmc- t of Food and Nutrition, School of Home Economics, The University of
North Carolina at Greenstoro. 1 sm also the director snd founder of the
RESHAPE progrsm. Thank you for the opportunity to p.esent testimony on behalf
of the Awerican Home Economics Associstion regsrding the contributions of
professionsl nutritionists and dietitians who are taking an active role in the
development of comsunity-based, nutrition education =~ lifestyle management
programs. Such programs ars saimed at reducing the mortality and morbidity of
chronic diseases such as cardiovasculsar hesrt disease, hypertension, diabetes
snd obesity, and the health care costs snd economic losses sssociated with
these disesses, and wmost importantly, to improve the quality of life for
participants in these programs.

The trsditionsl spprosch to health promoticn snd disecse prevention
programs hss centered around the delivery of services provided by physicisns.
Unfortunately, physicians In the U.S, receive 1little, if any, trainir- in
nutrition snd health education. In addition, physicisns must often direct
their energies towards the trestment of scute csre medical problems in both
hospital and clinic settings. Physicisus have consequently encoursged members
of other professionsl health disciplines (such as nutritionists and
dietitians) to play un increasingly active role in the delivery of health
services. Through their academic training, nutritionists and dietitians are
particularly well-guited to encourage the development of "healthier"
behaviors. Students in nutrition/dietetics programs are rsquired to take
coursework in chemistry, biochemistry, anatomy and physiology that {is
{dentical to coursework required of pre-med majors. Additionslly studsnts taks
ccurses In psychology, sociology, educstion snd child-fsaily relstionships.
Finally students are required to take s range of courses in nutrition
sciences, applied nutrition and food service mansgement.

Nutritionists have come to recognize that i 1s difficult to change
dietoary habits anong adults snd children, and thst traditional spprosches to
modifving food intake gre lsrgeiy unsuccessful. Thus, new strategiss for
modifying esting “ehavior are being developed and tested. The RESHAPE program
is sn example of the development and testing of new strsgrgies for improving
heslth through dietary modification. The problem of changing food hsbits has
been approached through the process of 1ifestyle managemsnt and decision
ugking. Sincs dietsry concerns are only one example of problems that csn be
addressed in 1lifestyle manage.ant, the RESHAPE progran has developed .
multidisciplinsry approsch that includes goal settin: and achievsment,
physical fitness and stress management. Professional. i{ncluding exercise
physiologists, psychologists, educstion counselors and the physicisn-director
of the university student health center have sll participated in vsrious
aspects of the development of this program.

The gosls of the 12-week RESHAPE progrsm are to fsvorably glter risk
factors for chronic disesses (i.e., coronsry heart disesse, hypertension and
disbetes). To date, sbout 250 individusls have been screened for progrsm
participation. Screening includes a review of esch applicant’'s personal and
fanily wmedical history, the messurement of weight, body fst snd blood
pressure, snd the collection of s fasting blood ssmple for dete~minstion of
total cholestersl, HDL-cholesterol snd iron status. All individusls over 35
yesrs of sage ss well as all individuals with s known medicsl history of heart
digease, sngina, hypertension and/or disbetes are requii.* to obtain
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physician's clearance prior to participatio..

During the 12-week program, activity sessions which include walking and
jogging are conducted three times each week and a 1 1/2 hour lifestyle
management workshop 1is conducted weekly. The basic premise of the program is
that weight control ia only one component of wellness, and that efforts to
achieve optimus + .ith occur through appropriste 1lifestyle management
practices. Furthermore, the program differs from traditional weight control
programa in aeveral ways. First, participanta and staff work to facilitate
the reduction of cvcesaive fat stores rather than aimply a reduction of body
weight, aince rapid body weight lnssea through severe food restriction resulta
in weight lossea due to dehydration znd muscle wasting rather than the
reduction of fat atores. Second, participanta develop an serobic fitness
program in order to create an energy deficit aince moat overweight individuale
conrume the same o~ fewer calories sa do "normal" weight individuals but tend
to be significently 1lesa acrive. Third, subjects are motivated to consider
dietary and other health chsuges because thr, feel bei.*er about themselves as
8 consequence of becoming more physically and emotiona.'> fit. Participants
univcaally expresa aurprise and satisfaction because the; have more energy,
not leaa, Fin.lly, participanta become aware of the need to develop a ealthy
medical profile by reducing risk factors aassociated with obesity through diet,
exercise and 1ifeatyle management.

The participants learn at the orientation neeting at the beginning o°
the program that our ataff €unctions to help them make positive choicea
regarding everyday deciaiona that affect one's health and nucritiornal stscus.
Many participants in RESHAPE have said that they weren't aware of the v.age of
slternativea to foods offered at "fast fo-d establishwents." Thus, many
participanta learn to rccognize the opportunity for positive (healthy) choices
that occur t' roughout esch day.

The cesu.t* of research data collected from participants demonstrates
the {mportzice of conaistent attendance during the prograr and of attending
nevly developed health habita., Body weight, body fat, cardiovascular fitness,
blaod preisure and blood chnlesterol are all favorably reduced by participanta
who have good attendance records. Participanta have ranged in age from 11 to
76 yeara, and have included individusls from a wide range of occupations
including phy.iciana, ¢l <jcal paychologists, nurses and dentists.
Physicians, paychologiata and heslth directors from corpor a8 in the
Greensboro comuunity are refeiring individusls to the prog. .. The State
Medical Directo. for Vocational Rehabilitation has app.oved the program as a
service provider for clients of Vocational Rehabilitation Programs. It is
clear that the 1local medical commnity recognizes the success and servire of
the RESHAPE program.

While the RESHAPE program ia an  example of ~ credible,
medically-approved fitness program ataffed by professicials, there are many
entrepreneurs offeriig diet-fitness programs that are primarily concerned with
making a profit. Many such programs are operated by staff with no certified
instructora or counselors. A major concern that I have which {s shared by many
health professionals is that many individuals in coemercial diet-fitness
establishments efer to themselves aa '"nutritionists,” "dietitians,"” and
"exercise phyaiclogists" because they have either read a book on the subject,
taken a course in nutrition or exercise physiology or simply because they have
a personal intereat in fitness. Such individuals are not prepared Dby
appropriate professic a1 training and certification, and they represent a
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dsnger to consumer heslth. Thus, 1 would 1like to encoursge you snd the
distinguished members of your committee to consider th= need for legislation
regsrding requirements for public asnd privste diet-fitnesy progrsms. The
American Hoae Economics Associstion, the Americsn Dietetic Associstion, The
Americsn Medicsl Associstion snd the American Collete of Sporta Medicine have
81l developed stsndsrds of educstion and nrsctice chst should be considered in
the development of stsff/vperstions guidelines for diet-fitness programs.

Since many privste progrsms sre expensive and emphssize physicsl
conditioning rsthsr thsn heslth, there is slso s need to consider legislstion
that would provide heslth~diet-fitness progrsms for the poor, for children
through public {instruction snrd for the elderly. The heslth of the elderly of
tomortow is dependent upon tu> development of heslthy lifestyles smong the
children of todsy.

Thenk you Mr. Chsirman, snd the mesb..s of your committee for the
opportunity to uhare wy experiences snd concerns regarding n—trition snd
fitness. Should you need sdditional inforsation regsrding .he RESRAPE
progrsm, 1 would be plessed to prrvide {t.
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The CHAIRMAN. We think that this hearing has been a very im-
portant hearing. We think many people will hear about it all over
the world, as they should, and we hope that as a result of hearings
like this, we will advance the cause of healt’ , ‘omotion and dis-
ease preveniion by leaps and bounds, and get people all over the
world to start realizing vhat you can do something about your
health, you can do something about preventing disease in your own
individual lives and those of your families and frierds.

Some have felt that I have gotten so interested in this that I
have almost gotten obnoxious about it, because I am constantly
pushing ideas that I have heard from each of you, and I will con-
stantly do it. So if I am obnoxious, then 1 guess that is just the way
I am going to have to be, because I believe that the testimony we
have had today has been very, very beneficial and very helpful, not
the least of which has been the t2stimony of the three of you.

So with that, will cnd these remarkabie hearings and hope that
many people will gain from the experiences we have had here
today. I certainly have, and I am sure anybody else who wili take
the time to ook aud read and see will gain as much.

Thank you so much. We appreciate it.

We wll recess until further notice.

[At 1:10 p.m., the committee was adjourned.)]
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